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POLIOMYELITIS: THE EXPERIMENTAL APPROACH 
TO ITS PREVENTION.* 





By N. F. STANLEY, 


Acting Director, Institute of Epidemiology and Preventive 
Medicine, The Prince Henry Hospital, Sydney. 





THE most hopeful approach for the immunization of 
humans against poliomyelitis surely lies in the production 
of a living, attenuated virus vaccine, comprising the three 
antigenic types of poliomyelitis and administered orally. 
This view is definitely favoured by Cox (1953), and 
probably by Burnet (1951), Theiler (1952) and Sabin 
(1953). The factors which lead me to make the foregoing 
statement provide the material for this paper. 


In studying the problems associated with the prevention 
of poliomyelitis epidemics, both epidemiology and patho- 
genesis should be considered. The epidemiological picture 
is by no means static, and this changing panorama was 
recently summarized by John Paul at the Second Inter- 
national Poliomyelitis Congress and quoted by Horstmann 
(1953) as follows: 


1Read at a meeting of the Section of Pathology and 
Bacteriology of the New South Wales Branch of the British 
Medical Association on May 11, 1954. 





A disease originally regarded as being limited to 
infants is now no longer confined to infancy. A disease 
originally ‘considered as mildly contagious is now 
regarded as very contagious—almost as much so as 
measles.. A disease in which the clinical picture was 
originally thought to be limited to acute paralysis now 
is regarded as a disease in which only 1 in 100 or more 
of those infected become paralysed—and if the Lansing 
strain is involved, perhaps 1 in 1000. From an endemic 
disease it has tended to become epidemic and is now a 
common and periodic scourge. 

Very few epidemiological problems have been solved. 
Most experimental work supports the observation that 
virus is spread by close human contact, but does not 
explain the seasonal incidence. The large number of cases 
occurring in the summer and early autumn is probably 
associated with a greatly increased dissemination of the 
virus in the community; but the possibility also exists that 
there is a decrease of resistance on the part of the host. 
This latter suggestion receives some support from quanti- 
tative studies on the antibody content of pooled human 
serum in the Sydney metropolitan area (Stanley, unpub- 
lished observations). Furthermore, we have no satisfactory 
explanation for the varied clinical manifestations of polio- 
myelitis infection, ranging from inapparent infection and 
non-paralytic infection, through paralysis to death. Then 
there is the ratio of inapparent infections to clinical cases 
—such a ratio apparently showing considerable variation 
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with the type of virus involved, the location of the epidemic 
and the state and age of the host. Burnet (1945) and 
Sabin (1951) hold that the inapparent infection rate is 
greater in infants than in older children—which means 
(as Horstmann suggests) that older children are more 
susceptible to paralysis than younger ones. 


One of the major changes that has occurred since 1870, 
when poliomyelitis was first recognized in epidemic form, 
is the steady rise in age incidence, which is particularly 
pronounced in Australia, the Scandinavian countries and 
the United States of America. In these countries it is no 
longer an infantile disease. An interesting feature about 
this increase is that it has not occurred everywhere. Polio- 
myelitis is still “infantile paralysis” in Cuba, Panama and 
Israel (where recent epidemics have occurred), as well as 
in Egypt, where no epidemics occur in the native popula- 
tion (Horstmann, 1953). We cannot explain. this 
phenomenon; but it has been suggested on several 
occasions that the change is related to the introduction of 
modern hygiene and high standards of living, which have 
resulted in the protection of children from exposure to 
virus at an early age with the subsequent building up of 
an ever-increasing number of susceptibles. 


Both Hammon and his associates (Hammon ¢t alii, 1950) 
and Melnick and Ledinko (1951) have produced data 
which suggest that different patterns of susceptibility may 
occur even in one city. They did this by comparing the 
- results of antibody estimations (Lansing type) from 
“upper and lower socio-economic groups”. These observa- 
tions lend support to the hypothesis that populations living 
under primitive sanitary conditions become exposed to 
infection at an early age and the disease remains endemic. 
Horstmann (1953) quotes the now classical examples of 
Miami and Cairo. Both are in the same latitude, but in 
Cairo antibodies appear very early together with the 
clinical disease, whereas in Miami antibodies appear much 
more slowly and clinical poliomyelitis develops at a later 
age. 

One of the main topics for disagreement as far as patho- 
genesis is concerned is whether the virus is a strictly 
neurotropic agent, or whether there is a primary non- 
neural development and possibly blood-borne infection. At 
the present time no conclusive data are available. We 
know that the virus grows well in non-nervous tissue, and 
may be easily recovered from the gastro-intestinal tract of 
man, from raw sewage and occasionally also from the 
blood. The bulk of evidence suggests to me that it is 
primarily a gastro-intestinal parasite. 


- It is certain that much of this confusion about polio- 
myelitis has arisen because competent laboratory tests 
were not devised for the rapid and accurate detection of 
virus or antibody to it. Our resulting ignorance has, until 
recently, almost completely invalidated the studies on 
immunization that were carried out between 1920 and 
1950. It is useless to produce a vaccine if satisfactory 
methods for testing it are not available. The methods have 
only just been devised and are being improved. It is 
obvious that progress in the prevention of poliomyelitis is 
going along hand in hand with technical advance and is 
dependent on it. There appear to be no new principles 
involved, just the simple application of a few technical 
tricks in studying the pathogenesis of the disease under 
varying conditions in different hosts. 


The whole problem of preventing epidemics. of polio- 
myelitis must surely be directed (at this stage) toward 
maintaining a certain level of antibody in a certain per- 
centage of the population. While discussing the means at 
our disposal to bring about this state of affairs, I hope also 
to illustrate the important part technique has played. 

There are two methods of immunization—passive and 
active. 

Passive Immunization. 

Passive immunization has been tried on humans in the 
United States of America on a large scale and at consider- 
able expense. The substance used was the 7 globulin 
fraction of pooled adult serum, and it was used largely at 





the instigation and under the direction of Dr. W. McD. 


Hammon. A large number of scientists, including Dr. 
Hammon, are now in agreement that y globulin therapy 
is of little practical value in preventing poliomyelitis 
epidemics. It has some limited use as a stop-gap until a 
suitable vaccine becomes available and will possibly be of 
value in temporarily protecting household contacts. How- 
ever, the y globulin experiments did reveal at least one 
thing of value, and that was the low level of serum 
antibody required to confer immunity on a human being 
(Hammon, 1953). Until the first y globulin experiments 
in Utah in 1951, there was no 2nimal experimental work 
on record which suggested that protection was forthcoming 
by anything other than very high levels of serum antibody. 
These tests showed that temporary protection was afforded 
by administering a limited dose of y globulin, and the 
amount of circulating antibody would probably not even 
be detected by the current methods of testing. Again we 
are technically at fault in not having sensitive enough 
tests for antibody. The tests also showed that artificial 
laboratory experimental procedures in animals by no means 
duplicated the state of affairs existing by the natural 
exposure of the natural human host (Hammon, 1953). 


According to Cox (1953): 

If an economically practical method for determining 
susceptibility to poliomyelitis were available then the 
use of immune serum-globulin might be justifiable; but 
as we lack the necessary diagnostic tests, a public- 
health programme which utilizes this method of prophy- 
laxis must recognize that the limited supply of gamma 
globulin may be needlessly dissipated in children who 
are already immune to poliomyelitis. 


Active Immunization. 


Without doubt, then, the obvious approach to the problem 
of the prevention of poliomyelitis is to devote considerable 
time and energy to the development of a vaccine—one 
that will, if possible, give a long-lasting immunity. There 
are two possibilities—a killed vaccine or a living attenuated 
virus vaccine. I propose now to. point out some of the 
advantages and disadvantages of each type. 


Killed Virus Vaccines. 


First let us consider the killed poliomyelitis virus 
vaccines. These are many and varied,.but none have yet 
proved to be successful. These have been treated by various 
physical agents, such as the following: (i) drying (Levaditi 
and Landsteiner, 1910; Pollard, 1951); (ii) heat (Abramson 
and Gerber, 1918; Shaughnessy et alii, 1930; Melnick, 1951) ; 
(iii) ultrasonic treatment (Kasahara, 1939); (iv) ultra- 
violet irradiation (Milzer et alii, 1945; Morgan et alii, 1947; 
Dick et alii, 1951; Milzer et alii, 1954); (v) electron bom- 
bardment (Dick et alii, 1951). However, none have proved 
to be superior in monkeys to the preparations treated with 
chemicals. 


Some of the chemicals used have been the following: 
(i) phenol (Aycock and Kagan, 1927; Cowie, 1935; Brodie, 
1938); (ii) aluminium hydroxide (Rhoads, 1930, 1931; 
Sabin, 1931); (iii) ricinoleate (Kolmer, 1938); (iv) 
formalin (Brodie, 1935). 


Kolmer’s ricinoleate-treated vaccine was given sub- 
cutaneously to 10,752 persons in 1935, and nine cases of 
paralytic poliomyelitis developed in subjects who had 
received it. At the same time Brodie’s formalin-treated 
vaccine was tried in humans. Although this was not 
followed by cases of paralysis, an insufficient number of 
persons was inoculated to determine its efficacy. Trask and 
Paul (1936) showed that formalin (0-1%) did not destroy 
the virus after twenty-four hours at 4° C., but Brodie’s 
vaccine was allowed to react with formalin (0-1%) for only 
eight to twelve hours. Some doubt, therefore, existed as 
to its avirulent nature. The ricinoleate preparation was 
shown to contain live virus. The use of both vaccines was 
therefore stopped. Both preparations contained mixed anti- 
genic types, and at the time very little was known about 
the three types as we know them today. The results are 


inconclusive. 
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Morgan (1948) showed that repeated inoculation of 


monkeys with a formalinized vaccine produced demon- — 


strable immunity. Four years later, Howe (1952) reported 
the results of treating chimpanzees and humans with a 
formalinized preparation of spinal cords of infected 
monkeys. Cox (1953) stated that such vaccines might be 
immediately dismissed from practical consideration, because 
(i). poliomyelitis virus could not be concentrated and 
readily freed of the nervous tissues associated with allergic 
encephalitis, and (ii) it was doubtful whether there were 
sufficient monkeys available to produce such a vaccine 
commercially. These difficulties may shortly be overcome. 
For example, the contributions of Enders and his associates 
(Enders et alii, 1949; Weller et alii, 1949; Robbins et alii, 
1951) in showing that poliomyelitis viruses can be culti- 
vated in tissues of non-neural origin are of outstanding 
importance in this respect and remove the risk of allergic 
encephalitis. Tissue culture is also of undoubted importance 
as a method of detection and assay, as well as for the 
preparation of diagnostic antigens and vaccines. 


Finally, Salk (1953) has reported preliminary experi- 
ments with formalin-treated preparations derived from 
tissue cultures. In order to detect antibodies against all 
three types, it was found necessary to use an adjuvant 
(water in mineral oil emulsion). Antibody titres were 
reported on only a short time after vaccination, and most 


.of the people were found to have antibodies prior to testing. 


(In fact, all had antibodies against type I before the 
vaccine was administered.) Cox (1953) is critical of these 
publications and suggests the possibility that malignant 
tumours might occur in susceptible persons as a result of 
mineral oil given subcutaneously. Cox also indicates that 
it may be necessary to revaccinate the subject every two 
or three years in order to maintain antibody to the level 
required for protection. Some of the disadvantages of the 
killed virus vaccine, therefore, are as follows: (i) irrita- 
tion to the tissues by the chemical constituents following 
subcutaneous inoculation; (ii) allergic encephalitis 
(depending on the source of the material); (iii) dangers 
resulting from use of adjuvants; (iv) repeated vaccination 
of children every few yearz—resulting in sensitization of 
the subject to some foreign product in the vaccine; (v) the 
preparation of large quantities of purified vaccine. Cox 
holds that it will take much longer to evaluate the safety 
of a mineral-oil-adjuvant type vaccine than that of a living, 
attenuated virus vaccine. 


Living Virus Vaccines. 


Without any doubt, the most successful virus vaccines 
have so far been living ones. The successful living vaccines 
in humans are those of smallpox, yellow fever and rabies. 
Of considerable interest for a comparison with polio- 
myelitis is the yellow fever vaccine. Two types are being 
used: (i) the chick-embryo-propagated 17D vaccine of 
Theiler (1951, 1952), and (ii) the French neurotropic 
vaccine. 


These have their origin in the twenty-year-old observa- 
tion of Theiler (1930) that the yellow fever virus could 
infect white mice by the intracerebral route. This process 
resulted in some loss of -virulence for monkeys. In the 
French territories of Africa, the mouse-adapted strain is 
extensively used by scarification ef skin with a dried 
infected mouse-brain preparation (Peltier et alii, 1940). 
Theiler’s chick-embryo propagated vaccine is injected sub- 
cutaneously, and consists of reconstituted dried infected 
chick-embryos. (This presumably imitates the mosquito- 
bite—the natural route of infectiom for man.) The vaccine 
induces immunity by producing an infection, as with all 
living virus vaccines. Millions of humans have been 
vaccinated with the 17D vaccine, and since it has been 
introduced there have been no accidental laboratory infec- 
tions, which were once so common. 


On the veterinary side, success has attended the deter- 
mined and persistent attempts of Cox and his associates 
with (i) Newcastle disease virus (Markham ef alii, 1951), 
(ii) rabies (Koprowski and Cox, 1948)—this was chick- 
embryo propagated, (iii) canine distemper (Cabasso and 


Cox, 1949)—also chick-embryo propagated, and (iv) hog 
cholera, rabbit adapted (Koprowski et alii, 1952). There 
has never been an indication that any of these attenuated 
living virus vaccines revert to their original virulence or 
transmissibility (Cox, 1953). Other successful live 
vaccines are those of rinderpest, South African horse sick- 
ness, blue tongue of sheep, fowl pox and infectious laryngo- 
tracheitis of chickens. 


The use of infected mammalian tissues as a source of 
live virus for immunizing is subject, in large-scale work, 
to the risk of contamination with latent viruses such as 
that of lymphocytic choriomeningitis, encephalomyocarditis 
virus, Sabin’s B virus, et cetera. This, and other factors, 
led Cox to believe that the developing chick embryo, which 
is considered to be free from latent virus, could be of very 
great value in propagating poliomyelitis viruses for the 
production of a live vaccine. The developing chick embryo 
has been used successfully for the large-scale production of 
living virus vaccines for yellow fever, smallpox, rabies, 
blue tongue of sheep, rinderpest, Rift Valley fever, New- 
castle disease virus, canine distemper and fowl pox (Cox, 
1953). 


I wish to quote Herald Cox in detail. from a recent paper, 
in which he states that Newcastle disease vaccine has 
served as a very useful model for much of his colleagues’ 
investigations on a live poliomyelitis vaccine. It was 
shown: 


. .. that by using the proper quantitative conditions 
a single drop of the relatively avirulent Blacksburg 
strain of Newcastle disease virus will readily immunize 
either fully susceptible, or passively immune, one-day- 
old baby chicks, provided the portals of entry of natural 
virus infection, namely the intranasal or conjunctival 
routes, are used. Such vaccinated birds show no illness 
following vaccination and. often fail to develop any 
appreciable antihemagglutinins, particularly if the virus 
menstruum possesses no unusual surface activity; yet 
they will readily withstand intranasal challenge of at 
least a million lethal doses of highly virulent field strains 
of virus 7 to 10 days and 5, 7 and 10 weeks later.... 
In contrast, a negative or irregular immune response is 
obtained when the same or much greater quantity of 
the Blacksburg strain of virus is administered to pas- 
sively immune birds via unnatural portals of entry. 
The observations of Cox and his associates on the 
adaptation of MEF1 poliomyelitis virus to chick-embryos 
and its subsequent administration to humans are most 
encouraging and represent some measure of success follow- 
ing persistent and careful laboratory manipulation under 
earefully controlled conditions. 


he virus of poliomyelitis was one of the few viruses 
that had resisted adaptation to growth in the tissues of 
developing chick-embryos. The adaptation of the MEF1 
strain took four years in a laboratory that handled at one 
stage 14,000,000 fertile eggs per annum (Cox, 1953). It 
was started with the idea, not so much of developing a 
vaccine, as for producing a complement-fixing ‘antigen for 
diagnostic work. Suckling hamsters were first used and 
150 consecutive passages of infected suckling hamster 
brain given intracerebrally were made. This brought about 
a modification, which was evident from the fact that the 
virus content of suckling hamster brain eventually reached 
an I1.D.. of 10-"* to 10-"° as determined by the usual 
intracerebral inoculation tests in adult mice. The 115th 
and 119th passages were established in chick embryos by 
the yolk-sac route of inoculation and the 131st hamster 
passage following allantoic inoculation. The virus could 
be maintained in chick embryos in its altered form, but 
the embryos did not appear to suffer an acute infection as 
they often do with encephalitis viruses, but died just prior 
to hatching. Virus was usually harvested five days after 
the inoculation of seven-day-old embryos. This suckling 
hamster-chick embryo adapted MEF 1 virus still paralysed 
10 of 70 monkeys after intracerebral inoculation. It was 
this virus that was recently fed to human volunteers with- 
out mishap (Koprowski et alii, 1952). Firstly, infected 
brains and cords of cotton rats were fed to 20 human 
volunteers. All remained asymptomatic, although most 
became carriers. Furthermore, all who did not have 
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antibody prior to ingestion of the virus developed 
detectable specific antibody after its ingestion. Later 
another experiment was carried out on 61 children 
(Koprowski et alii, 1953). All remained asymptomatic; a 
carrier state developed in 29, and a specific antibody rise 
was demonstrated in nearly every case. Cox (1953) makes 
an interesting comparison of this MEF1 strain with the 
17D chick-embryo-adapted yellow fever virus. He claims 
that 6% of monkeys inoculated intracerebrally with the 
17D vaccine died from yellow fever encephalitis, while a 
further 15% developed slight weakness. 
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Ficure I. 


Percentage of mice developing paralysis 
after intracerebral inoculation with type I 
poliomyelitis virus during 40 consecutive 


ssages. 


It is our sincere hope that Cox succeeds in adapting both 
type I and type III poliomyelitis viruses to growth in the 
developing chick embryo, as they are the antigenic types 
commonly associated with severe epidemics and outbreaks. 
Unfortunately, they behave differently from the MEF type. 


Sydney Research. 

I am now in a position to present to you some of the 
experimental work we have recently been carrying out, as 
this has now been published (Stanley et alii, 1954). Our 
first intentions were to develop a quick and accurate test 
for the estimation of poliomyelitis antibody in patients’ 
serum and in pooled human serum as supplied by the Red 
Cross Blood Transfusion Service, Sydney, without recourse 
to tissue cultures. This was forced upon us by the fact 
that the pooled human serum contained “Merthiolate”, 
which combined with a serum constituent to form a 


complex which caused tissue degeneration (Stanley and 
Ponsford, 1954). When, therefore, it was observed by Li 
and his associates (1951, 1953) that both Mahoney (type I) 
and Leon (type III) strains of poliomyelitis could infect 
mice by the intraspinal route, we applied for and received 
these strains of virus. We are indeed grateful to the 
Alabama scientists, and to Dr. Schaeffer in particular, for 
providing us with their intraspinally adapted strains. Both 
types caused immediate paralysis and death when adminis- 
tered to our mice by the intracerebral route, but only 
rarely by the intraspinal route. Such an observation had 
not been made before, and I am of the opinion, until the 
results of further tests become available, that the genetic 
constitution of our mice is largely responsible for this 
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Ficure II. 


Percentage of mice paralysed after intracerebral inocula- 
tion with types I and an mouse-adapted poliomyelitis 
~ viruses. 


extraordinary behaviour. This was fortunate, as it enabled 
us to select continuously virus which had an affinity for 
mouse central nervous system tissue. This was accom- 
plished by giving virus intracerebrally and harvesting it 
from the cords of paralysed mice—in other words, selecting 
virus that was capable of invading mouse central nervous 
system tissue. During the course of 40 consecutive 
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passages with type I virus and 20 passages with type III 
virus, some interesting observations have been made. The 


most important are as‘follows: 


1. The following differences were noted between types I 
and III: (i) an increase with passage in the percentage of 
type Tinfected mice paralysed; this increase is not obvious 
with type III (see Figure I); (ii) a two to three day 
incubation period for type I and a four to seven day 
incubation period for type III (see Figure II); (iii) a 
greater percentage of mice paralysed with type I (see 
Figure ITI). 

2. Almost all animals were paralysed in their forelimbs 
and not in their hind limbs. Of 2500 mice inoculated, 804 
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were paralysed in their forelimbs and 13 (1-6%) in their 
hind limbs. There were 49 (2%) non-specific deaths. 


3. The virus was found in higher concentration in the 
cervico-thoracic area of the cord than in the lumbar area. 


4. Both types failed to cause paralysis in monkeys when 
administered by the intracerebral route. Such monkeys 
were resistant to intracerebral challenge with the original 
paralytic strain. 


5. The type-specific antibody prevents paralysis in mice, 
and the neutralization test is sensitive enough to titrate 
the antibody (see Table I). Further observations on the 
detection of neutralizing antibodies to type I mouse- 
adapted virus appear elsewhere (Stanley et alii, 1954). 


There immediately appear to be two dangers, although I 
think they are slight, when one considers the possible use 
of a mouse-adapted living attenuated poliomyelitis virus 
vaccine (MALAP) for humans. Firstly, there is the possi- 
bility of contaminating the preparation with a latent virus 
from mouse-stock (for example, lymphocytic chorio- 
meningitis or Theiler’s encephalomyelitis virus). We have 
been attempting to isolate both these agents in Sydney for 
many years, but have not yet been successful. Secondly, 
there is the danger of a reversion to original virulence 
when the adapted virus comes into contact again with 
human tissue. Such, however, has not yet been the case 
with the other live virus vaccines mentioned earlier. 


We think, then, that there is now considerable hope that 
the immunization of children with a live vaccine by the 
natural route of infection may soon be attempted. Should 
an effective vaccine soon become available, I sincerely hope, 
as Professor Cadham has suggested, “that it will not 
require as long to effect the eradication of poliomyelitis 
from our society as it has done and is doing for the 
elimination of smallpox following the discovery by Jenner 
of an efficient vaccine for the prevention of that disease”. 
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AN APPROACH TO NEUROSES IN GENERAL 
PRACTICE. 


By M. G. JANSEN, 
Orroroo, South Australia. 





In common with Chapman (1953), I believe that the 
psycho-neuroses are sadly neglected in general practice. 
His article prompted me to record my experiences with 
them, in an endeavour to confirm that those commonly 
encountered in everyday practice are neither as difficult 
nor as hopeless as is generally considered, and that the 
time involved in their treatment is not excessive. The 
method of diagnosis and treatment which will be described 
produces gratifying results. 


This article is presented, honestly and humbly, by a 
general practitioner with no post-graduate qualifications, 
as one approach to the problem of the common neuroses. 
A practical working plan evolved during seven years in 
one practice will be submitted. If it brings forth criticism, 
either from other general practitioners or from psychia- 
trists, this comment and discussion should help to clarify 
our ideas. My experiences are presented in the hope that 
they will stimulate interest, rather than add to the store 
of knowledge, in a young but virile branch of medicine. 
These experiences in psychiatry, which were born of neces- 
sity, led to a change in my attitude towards these so-called 
“nervous” patients, progressing from helplessness to 
increasing confidence. 


A Changing Outlook Towards Neuroses and 
Psychotherapy. 

Shortly after I graduated, during my period of twelve 
months in residence and subsequently as locum tenens in 
various practices for eighteen months, I had, in common 
with most of my colleagues, a rather hopeless and impotent 
attitude towards neurotic patients. Some were helped by 


simple reassurance; some were helped and others appar- 
ently made worse by the knowledge that they had no serious 


bodily disorder; some with current anxieties were cured 
by a simple explanation of the association between their 
symptoms and their anxieties and occasionally by.removing 
or modifying the cause of their anxiety; but there remained 
a whole host of others who simply went on and on being 
a@ misery to themselves and to all around them. One could 
searcely repress a shudder when they entered the surgery 
door. The general attitude towards them appeared to be 
one of apathy and resignation, and there was a tendency 
to regard them as nuisances, made bearable only by the 












fact that they were a constant source of income. These 
neurotics appeared to be more prevalent in some practices 
than in others, but I could not decide whether this was 
because some doctors would, by their handling of patients, 
breed neuroses, or because they were able to give their 
patients a little more comfort and moral support, and 
so collected them. Certainly some doctors could relieve 
anxiety and help the distressed to bear their burdens more 
cheerfully without prescribing a bottle of mixture. 


When about two and a half years after graduation I 
commenced practice at Orroroo, as the sole medica] prac- 
titioner in a small country town 170 miles north of Adelaide, 
with a population of 1500 to 2000 in my district, I had no 
clear idea of how I was to deal with neurotics, Our 
teaching in psychiatry had been meagre. I thought I could 
distinguish between a psychosis and a neurosis, and between 
a neurosis and a bodily illness—but, alas, how wrong I was! 


I well remember one of my lecturers basing his teachings 
on the writings of T. A. Ross, and another eminent honorary 
stating that he endeavoured to read “The Common 
Neuroses” by Ross once in every year, and exhorting his 
students to do the same. I had read and reread this 
delightful book, and intended to follow his teachings as 
much as time and circumstances would permit; but I was 
not particularly optimistic, as I could find no clear example 
to follow among my colleagues. I also read—or rather 
attempted to read—other books on psychiatry and neuroses, 
but found them either too technical or otherwise so much 
confused by theoretical considerations as to be almost 
unintelligible to my limited comprehension. 

Shortly after arrival at Orroroo I was confronted with 
several young adults with hysterical manifestations, and 
these were treated by sedation, followed later by several 
interviews of one hour’s duration, in which their life 
histories were taken, their anxieties or conflicts determined, 
and the mechanism of production of their symptoms 
explained. These results were encouraging, but all my 
resolutions suffered, and despair resulted, from contact with 
my quota of those chronic neurotics who had a long list 
of bizarre symptoms and remarkably healthy bodies often 
carrying multiple operative scars. Their convictions and 
prejudices seemed too strong to be readily influenced; 
suggestion and reassurance seemed valueless; to invite 
them back for longer interviews seemed too horrifying— 
and anyway unlikely to be useful—especially when one’s 
spare time and leisure were limited. Rather by accident 
than design, however, an opportunity sometimes presented 
itself to show these patients, to their satisfaction, how 
anxiety had aggravated their symptoms. This would 
produce some relief and provide a useful stepping-stone 
to further simple psycho-therapeutic measures and increased 
relief. It became worthwhile assiduously to seek this 
opportunity, rather than to attempt reassurance alone. 
Occasionally, obstinate refusal to provide a prescription, 
accompanied by repeated assertion that their symptoms 
were due to emotional causes, illustrated by simple 
examples, would ultimately produce relief, although it 
seemed more commonly to.drive the patient away to other 
more accommodating physicians. Mostly it seemed easiest 
to listen to them for a while, examine them if necessary, 
and endeavour to give them some medicinal relief. Attempts 
to induce these patients to consult a psychiatrist were 
generally fruitless, either because they could not afford 
the time and money or because they would not believe 
that it would be useful to them. In general, psychotherapy 
seemed well worth attempting, but there were many prac- 
tical considerations, principally the time factor and lack 
of knowledge or ability, which often forbade its application. 


Two years ago my interest in psychiatry was awakened 
for two reasons. The first was an increasing recognition 
of the fact that some patient’s progress over the years had 
disproved my original diagnosis, which, fortunately for 
my peace of mind, had usually been supported by con- 
sultants. The commonest error had been to miss the diag- 
nosis of a neurosis. The second was the presence of 
several patients with chronic neuroses whose mental and 
physical conditions were deteriorating and whom I did 
not feel competent to treat. These patients genuinely could 
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not, for domestic or financial reasons, conveniently undergo 
prolonged treatment by a psychiatrist. Reassurance, guid- 
ance and supportive therapy were no longer helpful to them. 


General practice in the country gives one unique oppor- 
tunities to observe the patient’s progress and his reaction © 
to environmental influences and to obtain his opinion and 
that of his friends and intimate associates. It also makes 
it well-nigh impossible to overlook or evade one’s mistakes 
and responsibilities. 

After much consideration and hesitation I decided to 
attempt to treat these patients by simple analytical therapy. 
By comparison with similar reported cases, I expected 
this to take many interviews, but to my surprise these 
patients were relieved or cured within a few weeks. [ also 
sought a better method of history-taking and examination, 
applicable to the circumstances of general practice, in 
order to minimize the errors of diagnosis. The immediate 
results of these two efforts were excellent, but several 
personal doubts and fears remained: (i) The patient, his 
friends and I were well satisfied with the result; but 
would it be permanent? I had previously seen two patients 
show temporary improvement, but later retrogression. 
(ii) Treatment of these conditions had been too easy, too 
good to be true and not in conformity with what I had 
read. I had been looking for major guilt complexes and 
repressed sexual causations as predisposing causes, but 
commonly found feelings of frustration, insecurity or, as 
Hadfield (1952) postulates, a feeling of deprivation of love. 
Often the patient got better before I was ready to form 
an interpretation of the psychopathology of his illness. 
It was even better than Ross’s teachings led one to believe; 
but this was at the same time disconcerting. (iii) Contact 
with my fellow practitioners was limited, but among these 
I could find no echo of my own experiences. I was then 
unorthodox. 

These doubts and fears gradually disappeared. The 
patients remained well for a sufficient period of time 
to be confident of the long-range results. Chapman’s article 
(1953) then showed me that at least one other colleague 
was working along similar lines and getting similar results 
in general practice. An excellent book by Watts and Watts 
on “Psychiatry in General Practice” (1952) has been a 
practical, comprehensive and convincing guide to this work. 
“Counselling and Psychotherapy” by Rogers (1952) has 
enabled me to improve and shorten my technique of treat- 
ment. “Psychology and Mental Health” by Hadfield (1952) 
has produced a much clearer conception of the sources 
of behaviour and the origin of personality traits and 


neuroses. 


More recently I have attempted to treat by psycho- 
therapy some diseases of doubtful etiology which have 
failed to respond to orthodox physical therapy. Again, the 
results have been gratifying. These cases have, however, 
been selected, the numbers are small, and any generaliza- 
tions at this stage would be dangerous, 


The following case illustrates how the diagnosis of 
neurosis was originally missed and how structural changes 
developed, and one method of applying treatment. 

Cass I—A young man, aged twenty-two years, consulted 
me in 1949, complaining of diarrhea of two months’ dura- 


tion, which was stzadily becoming worse. He had from three 
to seven watery bowel actions per day. He had had occa- 


sional intermittent diarrhea since the age of fifteen years. 
He said that he was easily excitable, and that excitement 
would aggravate the diarrhoea. Examination of the patient 


revealed indefinite tenderness and possible spasm of the... 


descending colon. -His: symptoms. became ~ worse~- despite 
reassurance and medicinal therapy. X-ray examination 
with a barium enema revealed narrowing of his colon and 
decreased haustration with rapid passage of the barium 
around the colcn. Sigmoidoscopic examination revealed a 
red granular mucosa, bleeding easily on contact. These 
findings appeared to make the diagnosis of neurosis unten- 
able. More intensive therapy limited his motions to three 
or four per day, but an exacerbation of symptoms occurred 
every few months. He began to limit his diet increasingly 
nd 


more concerned. He was referred to an eminent 


a became 
consultant, who confirmed the diagnosis of colitis and pre- 


a scribed further medicines, inciuding opium, and dietary 


remained unaltered. 


restrictions. His condition 


In 1953, when he reported for a routine review of his con- 
dition, I explained to him how it was becoming increasingly 
recognized that repressed emotion was a common causative 
factor in colitis. I suggested that a full investigation of his 
emotional state should be undertaken, and told him how 
this was done. Immediately and with considerable emotion 
he told me that he could not easily talk of his mother’s 
death, which had occurred when he was five years old. An 
interview out of ordinary hours was arranged, his life history 
taken, and self-expression encouraged. This disclosed that 
he had retained his infantile attitude towards his deceased 
mother, and that his symptoms had commenced at the age 
of fifteen years, when his father had remarried. His mental 
attitude towards this marriage was determined. Several 
interviews were spent in helping him to gain more complete 
insight. His symptoms steadily disappeared. 

Several minutes spent on a well-conducted inquiry into 
his emotions at his first interview would have saved him 
from four years of ill health. 


Incidence of Neurosis in General Practice, 


Most practitianers will readily agree that neuroses com- 
prise a considerable proportion of the cases seen in general 


practice, and after reading Chapman’s article I was 
prompted to determine their percentage in mine. 


I first atempted to classify cases into either bodily or 
neurotic disorders, but there was a substantial proportion 
of cases in which such a classification was difficult, such 
as the following. 


Casp Il.—A middle-aged woman presented with precordial 
pain, commencing without apparent cause, She had had a 
similar pain six weeks before, following a muscle strain. 
Further questioning revealed that she had felt tired for 
two months and that there had been slightly increased pain 
and bleeding during her last two menstrual periods. Her 
husband had died three years before of congestive cardiac 
failure. I knew her to be a hard-working, well-adjusted 
woman who, having two children to support, had a difficult 
life, but who accepted this burden cheerfully and com- 
petently. The only abnormality revealed on examination was 
an enlarged, irregular uterus containing fibroid tymours. 
During the. subsequent discussion the patient hesitantly 
revealed that she was afraid she was developing heart 
trouble; she had nursed her husband for several years, and 
the slight debility and precordial pain had resembled his 
symptoms and produced her fear. She had not associated 
her debility and pain with her menstrual changes. She 
readily recognized the sequence and association of events 
when her fear was expressed. 


This case could not be regarded as a pure neurosis; but 


neither could the patient’s symptoms be explained without ” 


consideration of the psychic influences. Moreover, treat- 


ment of her fibroid tumours would not cure her pains if 
the emotional influence became more firmly fixed or 


repressed. 


The following three groups of nervous diseases may be 
differentiated: Group A: neuroses, in which the causation 
is emotional, and in which symptoms are relieved after 
these influences cease or are dealt with; Group B: proven 
psychosomatic diseases, in which there is a somatic abnor- 
mality the causation of which is predominantly emotional, 
and in which symptoms and signs are relieved with psycho- 
therapy, as in Case I; Group C: unproven psychosomatic 
diseases and emotional reinforcement of organic disease, 
in which emotional influences aggravate or complicate a 
somatic disorder, but in which they cannot be shown to 
be the predominant cause, as in Case II. Many of these 
would probably be included in Group B if a more complete 
investigation of the psyche was attempted. Other patients 
may later develop a neurosis if the psychic aspect of their 
disorder is neglected. 

The numbers and percentages in these groups, determined 
in 1204 consecutive medical attendances on 463 patients 
during three months, are given in Table I. 

This incidence of neuroses is higher than that determined 
by Chapman (8%) and those determined in Mngland. 
Three reasons may be given for this, all of which have 
been recognized by Chapman: (i) As I have been in this 
practice for seven years, the character and life history of 
these patients are known. This materially aids diagnosis. 
(ii) The patients seen by a locum tenens are not neces- 
sarily representative of those seen by the principal. 
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(iii) The om available per patient here is greater than 
in England, and this affects the accuracy of diagnosis. I 
had determined the percentage of cases of neurosis during 


ab ry 
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Diagnosis. 


Ross (1942), Thorner (1948) and other authors all stress 
that the diagnosis of a neurosis should not be made by the 
absence or exclusion of metabolic or anatomical disease 
alone, but that it is an independent one. It has its own 
positive as well as negative features, and can be made 
whether other disease exists concurrently or not. This 
bears reiteration; we should all know it, but we all forget 
or overlook it. These positive features are well described 
by Ross, and are as follows: (i) the bizarre and often 
contradictory nature of the symptoms; (ii) the presence 
* of other nervous manifestations; (iii) the attitude of the 
patient towards his symptoms; (iv) the whole life history. 


A reasonably adequate history and examination will 
reveal some or all of these features in a neurotic patient, 
so long as one is alert and looking for them. In a few 
patients the diagnosis is clearly defined at the first inter- 
view; but there is a substantial proportion in whom the 
findings are inconclusive. It remains uncertain how much 
of the -patient’s complaints rests upon anatomical or 
metabolic change, and how much may be of emotional 
origin: 

The problem sometimes seems insuperable for several 
reasons, the principal ones being as follows: (i) The 
symptoms may be trivial or vague, and could be either 
those of an anxious person or those of a person with some 
organic disease which shows little or no bodily signs. 
(ii) There may be multiple complaints and bodily abnor- 
malities. (iii) There may be inconsistencies between the 
nature of the complaint and the findings on examination. 
(iv) The clinical picture presented may have an uncertain 
or varied xtiology. 

Under these conditions the general tendency is to attempt 
to exclude organic disease, or assess its severity, by 
further investigation. This has the virtue of avoiding the 
criticism of our patients and colleagues, should we miss 
the diagnosis of a serious disease like tuberculosis or 
carcinoma; but it also has the disadvantage of more com- 
monly getting negative results, wasting time and money, 
and still failing to make a definite and positive diagnosis. 
Experience has shown that this method also frequently 
breeds or aggravates a neurosis. 


In view of the prevalence of neuroses and anxiety symp- 
toms, it is logical that the patient’s emotional system 
should be investigated at least as thoroughly as any other 
bodily. system. This can be time-consuming, especially 
. when the life history is examined in detail. I have tried 
many variations and combinations of history-taking and 
examination in an endeavour to make an accurate diag- 
nosis with a minimum of time expenditure. The most 
valuable and conclusive method has been to take the 
history, examine the patient, and then investigate his 
emotional attitude towards his symptoms. 


This approach to diagnosis must be amplified a little, 
as some seemingly trivial details are important. 


The history is taken by allowing the patient to relate 
his complaints and then asking pertinent questions about 
these, the ert history, family history and the function of 
the other bodily systems, being ever alert to observe the 


apparent contradictions or inconsistencies and the nervous 
manifestations which distinguish a neurosis. 


Rarely, the 





three-month period before, and found it to be 10%. 


patient will spontaneously relate or ventilate his anxieties. 
If this occurs it is best allowed to continue, so long as 
time permits, when it may be terminated as follows: “I 
cannot give you any more time ‘now, as 'you will under- 
stand. These anxieties may have been the cause of your 
troubles, and releasing them may relieve or help you, 
but will at any rate produce a better understanding of 
your illness.” The patient can be examined at the next 
consultation. 


The examination in general practice is often incomplete, 
and rightly so. If the patient simply has a cut finger, or 
wax in his ears, he will generally be resentful if you 
start prodding his abdomen; but when the diagnosis is not 
clear examination must be complete and thorough. This 
is necessary even when-a “spot” diagnosis of neurosis can 
be made, since this may have been caused or aggravated 
by a physical illness, as in Case II. Also, the anxious 
person may contract a physical illness. 


During, or on completion of, the physical examination 
the patient usually asks what you have found or what 
is wrong with him. This question I answer. truthfully: 
“I can find no evidence of any bodily troubles”; or “There 
is some tenderness, the causation of which is uncertain”. 
The effect is always that the diagnosis remains uncertain 
and that further investigation is needed. No suggestion 
that it is due to emotional causes should be made, as this 
often arouses resentment. The inquiry usually follows 
smoothly from the patient’s questions. If an opening 
gambit is necessary, it is almost as awkward and unsatis- 
factory as the first question put to the patient as he enters 
the surgery. “What do you think your trouble is due to?” 
is better than “Have you any fears or: anxieties?” or 
“What are you worried about?” The last two questions 
imply suggestion, and while this may have some value by 
demonstrating your astuteness, it may also hamper the 
investigation. It is better to say: “I cannot be certain of 
the cause of your illness. It may be a disease in its early 
stages, or one which does not show any obvious signs. 
Quite commonly complaints like yours result from fears 
and anxieties. Could these be playing any part in your 
condition?” This is still slightly suggestive, but also 
indicates that you are receptive and ready to explore all 
possibilities. 


We are now seeking not the symptoms, but the emotional 
relation and reaction to them; we are searching for the 
mental feeling aspects of the situation, and moreover, at 
this stage the immediate situation rather than the patient’s 
past. Past history may become important later, but for 
diagnosis and therapy to take place it is by no means 
always necessary, and strangely, when there is no probing 
for the facts of the past history, a better picture of the 
dynamic development of the neurosis often emerges 
(Rogers, 1942). 

Subsequent questions.or remarks are not directive, but 
designed to create the impression that you wish to under- 
stand the patient’s statements clearly and help him in 
self-expression. Speech is the principal link connecting the 
patient’s mind and-yours,‘and the principal means of com- 
municating detailed information; but its value may be 
jeopardized at either end of that linkage by poor ability 
to present one’s ideas, or by difficulty in interpreting that 
information. We must determine the patient’s actual 
emotional feeling and not interpret his statements by 
comparison with our own personal or professional experi- 
ence. To learn, for instance, that the patient’s wife has 
deserted him is not sufficient—he may be happy to be rid 
of her. 

The following two examples are typical of the applica- 
tion of this method. 

Case III—A woman, aged stents years, had had upper 
abdominal discomfort and vomiting, commencing three days 
before seeking medical advice, and continuing for thirty-six 
hours. Since then she had felt nauseated. She had been 
active before this illness, but no longer felt-able to get out 
of bed. She had had similar milder episodes during the 
previous twelve months, and frequent “rheumatic” pains. 
She was well preserved for her age, had an pea AE and 
flushed facies, and was apyrexial. The significant abnor- 
malities were an enlarged heart, a blood pressure of 210 

















SEPTEMBER 11, 1954 





é 


THE MEDICAL JOURNAL OF AUSTRALIA 425 





millimetres of mercury, systolic, and 110 millimetres, diastolic, 
and slight tenderness over her gall-bladder. Inquiry into 
her emotional state revealed that she always got dyspepsia 
with anxiety. She had been disturbed shortly before her 
symptoms began by a fire involving one of her properties. 
During the previous eighteen months there had been many 
difficulties and anxieties associated with the estate of her 
late husband, who had died suddenly after a coronary 
occlusion. Her parents, brothers and sisters had all died 
at or before the age of seventy years, of hypertension or 
cerebral vascular accidents. Her mother had had many 
attacks of dyspepsia like hers. She did not know what 
would happen to her feeble-minded daughter if she died. 
One of her brothers had vomited his dentures shortly before 
he died; she had vomited hers three days earlier, There 
was abreaction during the relation of some of these episodes. 

The whole consultation lasted forty minutes. The fifteen 
minutes spent on inquiry into her emotional state did estab- 
lish that the cause of her present illness was emotional, 
although there were somatic abnormalities. 

Case IV.—A single woman, aged twenty-two years, com- 
plained of menstrual irregularity and pain. She was a 
healthy-looking girl and had no significant pelvic or general 
abnormalities. On being told this, and that she had a 
well-recognized condition, the causation of which was vari- 
able, she asked if her condition could be due to “nerves”, 
and then related how she was generally healthy and happy, 
but disturbed by her attitude to sexual matters, men and 
marriage. She had little knowledge of sex and was afraid 
of it. She had never been told about menstruation, but had 
been put to bed during her first menstrual periods with no 
comment or explanation. The pain had begun some months 
later. In recent months she had remained active during 
menstruation, but was not sure whether that was right. She 
had never felt able to discuss her problems with her parents 
or anyone else. This consultation lasted thirty minutes. 

So long as one adopts an attitude of sympathetic under- 
standing and encourages free expression, this ventilation, 
or catharsis, and an abreaction seem to come freely. A 
similar inquiry before examination, or at a subsequent 
consultation after further investigation, is not nearly so 
effective in providing a maximum of diagnostic data in a 
minimum of time. It seems that the mental conditions 
are all “ripe” and ready for ventilation at this stage, and 
require only a little encouragement from the physician. 


Before I adopted my present approach there were two 
aspects in the behaviour of patients, which I commonly 
observed, and which puzzled and distressed me. These 
were, firstly, hesitancy by the patient to end the interview 
and, secondly, a “perverse” response by him to a logical 
suggested course of treatment or investigation. These are 
both illustrated by the following patient. 

Case V.—A young man presented with symptoms resem- 
bling “nervous dyspepsia’. Since there was a family history 
of peptic ulcer, and in order to reassure him, I advised him 
to have a barium meal X-ray examination. His objection 
seemed unreasonable, but further persuasion and explana- 
tion were of no avail, so I prescribed dietary measures and 
a@ powder as a trial for a few days. He was still hesitant 
to accept this and apparently did not want to terminate the 
interview. Subsequently he consulted at least three other 
doctors, with a repetition of the same advice and response. 
Finally he had the X-ray examination with negative findings. 

This perverseness to reasonable and logical suggestions, 
and hesitancy to leave the surgery, have been reliable 
signs of a neurosis. Patients in whom it had been observed 
nearly always presented at a future time with a frank 
neurosis. This young man had a lot that he wanted to tell 
his physician, but he was not given the opportunity. The 
perverseness was not intentional or malicious, but simply 
an expression of his vague “subconscious” sense of dis- 
satisfaction and disappointment. 

The advantages of this general approach at the first 
interview, when the diagnosis is doubtful, are many. 
(i) It is reliable and minimizes mistakes. We can with 
assurance determine whether emotional influences are 
prominent in the causation of symptoms, and confidently 
proceed with treatment. (ii) It is relatively rapid and 
compatible with the conditions of general practice. (iii) It 
is effective whether the neurosis is acute or chronic. 
(iv) It requires little specialized knowledge of psychiatry. 
(v) It leads to a positive diagnosis. (vi) Other investi- 
gations can be performed subsequently, if necessary, with- 
out adding fuel to the fire of the patient’s fears and 


anxieties. He will have consciously recognized that emotion 
is playing some part in the causation of his symptoms. 
(vii) It avoids breeding neuroses. This happens easily. 
In investigating neurosis it is remarkable how often a 
well-intentioned and sometimes correct, but misinterpreted, 
remark by a medical-practitioner (often myself) has played - 
a significant part in causing, prolonging or perpetuating 
neurotic symptoms. 

The diagnosis of the type of daaveite: or of the neurosis 
with psychotic tendencies, may be difficult, as few of these 
patients fit into any typical text-book picture. Several 
interviews may be required to make these distinctions, but 
they are generally of lesser consequence when one is in 
doubt, as they are determined during simple psychotherapy, 
which is“often equally beneficial to the mildly psychotic 
patient. 


Treatment. 


There are many methods and techniques of psycho- 
therapy, but the first essential in any is the encouragement 
of free expression. The success or failure of this encourage- 
ment depends principally on the attitude of the therapist— 
not only his words, but his whole demeanour. This 
attitude must be as natural as possible, since neurotics 
possess a remarkably shrewd intuitive insight into the 
character of others; but it must also be one of moral 
detachment and sympathetic understanding, since free 
expression will not continue in an atmosphere of censure 
or criticism. This attitude is difficult to assume at first, 
but becomes more natural as one learns to see not only the 
patient as he is, but also his latent or repressed poten- 
tialities. As Hadfield. (1952) states, the patient is cured by 
the faith of his physician in him. 


Every physician must develop his’ own technique by 
trial and error, adjusting it as his experience and idio- 
syncrasy dictate. The developments in my own procedure, 
as practised at present, are here outlined. Acknowledge- 
ment must be made of my deep indebtedness to Rogers’s 
description of his non-directive therapy, which has recently 
been of great value in confirming, clarifying and improving 
my own work. 

The method of diagnosis by determining the emotional 
feeling content of the patient’s symptoms has laid the 
foundation for therapy. The self-expression is allowed to 
continue and is encouraged. If the patient seems to have 
more to tell, the interview may be terminated, as indicated 
under “diagnosis”, and an appointment made, preferably 
for some time-out of ordinary consulting hours. However, 
it is worth spending a few extra minutes when ventilation 
is free, as, if he is interrupted, it may be difficult for the 
patient to resume later. 


First Therapeutic Interview. 


When, as in approximately one-third of the cases, venti- 
lation appears to be complete, the patient’s statements are 
clarified (Rogers). The patient may have described some 
disturbing situation, but his own emotional feeling reaction 
to it must be determined. By seeking this clear conception 
in your mind, you simultaneously create it in his. As 
in the above-mentioned example of the man deserted by 
his wife, his response may be one of pleasure and not pain, 
or he may be unhappy and ill at ease, not because his 
home has been broken up, but because his wife has also 
taken his pet dog, or because of guilt at his own feeling 
of relief. However, if the patient’s story fits his symptoms 
an explanation may be given to him, such as the following: 
“Emotion can cause bodily disturbance, which is real and 
not imaginary [tears or blushes being used as simple 
examples}.. This bodily disturbance may be prolonged 
after the emotion apparently ceases, by transference of 
interest (usually anxiety about symptoms), conditioned 
reflexes, or the. (unconscious) advantage gained from the 
symptoms. This can be related to your anxieties and 


symptoms. The release of your emotions and the under- 
standing you have gained may be sufficient to cure you. 
If you are not completely cured let me see you again.” 
The interpretation is frequently right, but is of no value 
to the patient. until he is aware of it, understands and 
believes it. There is often resistance to this, as it may be 








426 


THE: MEDICAL JOURNAL OF AUSTRALIA 





SEPTEMBER 11, 1954 





unpleasant. ‘The interpretation, too, may _be quite wrong; 
the more psychiatric work one does, the more one realizes 
how. little one knows. about the patient,-even after many 
interviews, and how often early impressions are disproved. 
To present strongly a wrong impression, or one that is 
right but not understood, will only confuse, disappoint or 
antagonize the patient, and later psychotherapeutic efforts 
will be made more difficult, or even impossible. A tenta- 
tive explanation is, however, justified, so long as the 
patient feels free to return if necessary, and understands 
it to be provisional; for when his self-expression or ventila- 
tion: has. been good, it is often sufficiently correct to 
enable him to gain understanding and relief. 


Actually, in these instances, little explanation is needed, 
as by. the methods used the patient’s insight grows almost 
* as rapidly as the doctor’s interpretation. In these cases 
there is little repression; the faulty associations may be 
either conscious or unwitting (Ross, 1942). The patient’s 
reaction after explanation is akin to ours when a con- 
sultant gives us a diagnosis which we should have known 
ourselves, but did not think about because our thoughts 
had been confused by irrelevant issues. It is only to 
counter the mild feeling of shame or remorse that any 
explanation is needed. 


Second Therapeutic Interview. 


The second interview is often arranged to permit it to 
be of one hour’s duration; but subsequent interviews are 
conducted during consulting hours and are limited to 
twenty or thirty minutes, according to the number of 
patients waiting. What is required is not so much time 
alone as an unhurried method of approach, which comes 
when one has confidence in what one is doing. Short 
interviews are desirable for the elderly or unintelligent. 
To allow the patient to come when he feels like it usually 
results in his coming when his emotional tension is 
heightened and conditions favouring emotional release are 
most opportune. The average spacing is one week. 


The physical examination is first completed, if this has 
not already been done, and the findings are: discussed. 
Self-expression and the limitations of speech are also 
briefly discussed, so that the patient understands the 
purpose of your statements or questions. A simple explana- 
tion of the mechanism of production of neuroses may. be 
given.. The patient’s action in seeking assistance is recog- 
nized as the first step in his cure. The subsequent pro- 


gramme is defined; you are there to help, him towards 


gaining insight and independence and, if necessary, to 
support him morally or physically during this process. 
This aid is necessary but temporary, comparable with the 
necessary support given by a splint or plaster while the 
bone heals. he common secondary fears of anxious 
patients —for example, those of insanity, suicide or 
disease—are often recognized and discussed at this stage. 
It is sometimes advisable to forewarn him that treatment 
may temporarily aggravate his tension. These explana- 
tions are usually given as a clarification or amplification 
of his own remarks, and only when it seems necessary to 
strengthen the feeling that he is understood, that there is 
a reason for his illness, and that his illmess can be cured 


by his cooperation. 


Progressive Stages of Free Expression and 
Clarification. 

The pattern of subsequent proceedings is much the same 
in any interview and for any patient. The essentials are 
encouragement of free expression and emotional release, 
with remarks or questions designed only to clarify the 
feeling content. This may be difficult at first, especially 
when one is endeavouring to recognize and echo the 
expression of complex and ambivalent feelings. If this is 
eorrectly done, you. will determine his true feelings and 
he will become fully aware of them, perhaps for the first 
time. His first expressions are usually obviously wrong, 
obviously “negative” (Rogers,* 1942), and obviously a 
conscious cover for his.subconscious frustration, inade- 
quacy, fear or guilt. When these have been fully expressed 
and clarified, the positive or repressed feelings follow, 


weakly and timidly at first, but growing in volume. There 
must be no endeavour to anticipate his feelings, though it 
is often difficult to suppress one’s interpretation. There 
must be no endeavour to lead or guide the patient’s 
thoughts or expressions in any direction. Inevitably they 
will lead through the precipitating emotional disturbance 
to the initial conflict or repression. This may take only 
a few minutes, when, as in Case II, the neurosis was on 
the conscious level; or it may take many interviews in 
stages, as Rogers well describes, when the conflicts are 
more deeply repressed. Thé time taken probably also 
depends on the patient’s intelligence and character. 


The patient must not be interrupted. His mental excur- 
sions may be into seemingly irrelevant issues, or something 
which you already know. It has surprised me to observe 
so frequently that the patient’s story progresses through 
a series of disturbing events, which he has presented to 
me in the same order on previous occasions before serious 
psychotherapy was attempted. What I had failed to assess 
then was his particular emotional response to those events. 


Clarification, correctly done, encourages further self- 
expression, progressing to an accurate knowledge of the 
psycho-dynamics of his neurosis. ‘The patient sees more 
and more of himself and ultimately the completed picture, 
including the purpose served by the neurosis. It is 
unnecessary to present the interpretation to him—often 
one of the most difficult steps when other analytical 
methods are adopted. Positive, healthy impulses and 
actions begin without encouragement. 


This spontaneous. mental development, following effective 
and complete emotional release, and involving reassocia- 
tion, reconditioning and sublimation, is fascinating to 
watch. It requires neither reassurance nor advice. 

The patient may ask many questions. Few of these 
require an answer; it is more important to clarify the 
doubt or ambivalent feeling which these express. Con- 
sciously the patient may be ‘seeking reassurance and 
advice, but unconsciously. he is testing his and: your belief 
in his latent potentialities. Advice will then only hinder 
the nurture of this belief. 


Dificult and Unsuitable Cases. 


The foregoing outline of treatment describes its course 
in the common cases, comprising about two-thirds of the 
total.. In the majority of the remainder it soon becomes 
evident that environmental or social conditions are too 
harsh or hopeless, or that the patient is too old, too 
young, too dull or too unstable, or that he is deriving too 
much advantage from his symptoms to respond to non- 
directive therapy. in these cases limited insight can be 
given, but it may be essential, or at least easier and more 
efficient, to employ in addition environmental treatment, 
persuasion, suggestion or reassurance. There are a few 
neuroses in patients of extreme age or of poor constitu- 
tional make-up approaching psychopathy, in which little 
can be offered beyond sedation and the comfort given by 
one who understands. 


If during the early interviews it is found that the 
apparent anxiety state is in reality an obsessive neurosis 
or @ deep-seated phobia, or that there are definite psychotic 
features, then it is best to refer the patient to a psychi- 
atrist. These interviews will have been useful in giving 
him -a little insight and hope, and some conception of 
psychiatric methods, and in making him a little less afraid 
of the psychiatrist and what he implies. The manner in 
which he is referred to a psychiatrist may materially 
affect his prognosis (Kennedy, 1953). 


Other Methods of Psychotherapy. 
The starting point in the treatment, outlined is the 
symptoms as they- affect the patient. The best method of 


securing: his cooperation is to deal with these, since he 
wants them cured.. As Hadfield (1952) puts it: 


The symptom is the royal road to the deep-seated 
causes of the disorder; the epitome of the disorder in 


the personality... . It is the end product of more 


deep-seated disturbances, the resultant of the underlying 
complexes which beset the personality, the manifestation 
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in conscious life of unconscious disturbances, and, like 
the bubbles on the surface of the ocean, it directs us to 
the wreckage below. 
Hadfield utilizes free association, whereas in Rogers’s 
non-directive therapy free expression and clarification are 
used. The latter method is adequate, more rapid and 
more easily applicable for the common neuroses encoun- 
tered in general practice. 


Many other analytical methods may be employed. Watts 
and Watts (1952) describe those most suitable for general 
practitioners. They may need to be used, especially when 
the tension and stress created by the patient’s symptoms 
are less than that involved in expressing his feelings about 
his problems. The method outlined above appears to 
produce results more quickly, does not require long inter- 
views or copious notes, and avoids the difficulties associated 
with forming and presenting an interpretation. The 
patient’s insight will develop only as rapidly as his 
character and intelligence permit. 


Environmental treatment is most commonly employed 
after the patient has gained some insight, and as an 
additional aid to therapy. Often it is decided by the 
patient himself. It may be the sole treatment, as in 
teaching the mother how to handle her “nervous child” or 
as in helping those of poor character. 


Suggestion, persuasion and reassurance are commonly 
used in gaining the patient’s cooperation and in reinforcing 
the desire for cure. They can, when skilfully applied 
after rapport has been established, and in conjunction with 
a knowledge of psychopathology, produce a rapid cure by 
shattering a false belief or breaking a vicious circle. They 
are of great value in comforting and guiding a chronically 
affected patient, but their effect is usually only temporary. 

Intellectual or moralistic advice may be well-intentioned 
and may produce temporary benefit; but generally it is 
futile and often harmful. It makes too severe a demand 
upon the patient, who is usually doing his best anyway. 


Medical treatment such as sedation or theasures to 
relieve secondary anemia may be used if necessary, so 
long as the patient clearly understands the purpose in 
providing temporary relief. Bodily abnormalities may be 
treated simultaneously, and should be if they play a part 
in the causation of symptoms; but to attempt to cure a 
neurotic patient simply by putting him into first-class 
physical condition is nearly always futile. The patient’s 
physical health may improve, but he feels no better. 


The selection .of the type of psychotherapy to be 
employed for any individual patient depends not only on 
his history, age, constitution and environment, but also 
on the personality, beliefs and attitude of his physician. 
It took me a long time to become clearly aware of the 
importance of this last-mentioned factor, which is ably 
described in Balint’s (1954) article “Training General 
Practitioners in Psychotherapy”. . 


Therapeutic Aims and Results. 


The aim of therapy is not only to cure the symptom, 
but also the underlying symptom-complex, in order to 
enable the patient to attain healthy, self-directed action. 
Symptomatic cure may be achieved by many means, and 
sometimes more easily and quickly by medical treatment 
and reassurance; but a careful study of the life history 
of neurotic patients shows that this “cure” is only tem- 
porary. The symptom-complex manifests itself again, 
sometimes in another symptom or in a psychosomatic 
disorder. The ideal aim is to give the patient complete 
insight into all his problems, full and harmonious func- 
tioning of the whole personality or, in other words, 
complete mental health. 

The assessment of results is not always easy. How are 
we to measure mental health? The symptom is an index 
of cure, for it disappears when the basic personality 
problem is solved; but it cannot be used alone, since the 
symptom may be cured without the basic problem being 
solved. The tabulation below is based not only upon 
relief from somatic and psychic distress, but upon the 
ability to. attain healthy self-directed action and upon 





social adaptation. The results given are impressions rather 
than statistics; but I do claim that they are reasonably 
accurate, as the medical and social progress of neurotics 
has been observed with more than ordinary interest, and 
opportunities for such observation are unique in a small 
country town. 


In over two-thirds of neurotic patients symptomatic cure, 
psychological integrity and independence, and satisfactory 
social adaptation may be achieved. About half of these 
require one interview of half an hour; most of the 
remainder need from two to four interviews, and a few 
need more. These are mainly those with acute neuroses 
or acute exacerbations of chronic neuroses. Some of these 
results approach the ideal aim. In others, character traits 
which we may consider undesirable remain, but these are 
compatible with the patient’s personality and daily 
experience. 


In one-third of the remainder (or 10% of the total) 
there occur symptomatic relief and limited insight. These 
are mainly patients with chronic neuroses or patients of 
advancing age. The following is a good end result in 
this group. 


Case VI.—A married woman, aged thirty years, had become 
increasingly miserable since the age of sixteen years. Any 
minor illness would make her depressed and put her to bed 
for weeks. After three interviews of one hour, improvement 
commenced. After three more sessions her whole demeanour 
and outlook improved remarkably. I saw her twelve months 
later, during an epidemic of severe respiratory infections. 
She was no more miserable and responded as quickly as did 
the average patient. On inquiry into the result of psycho- 
therapy her husband’s response was most enthusiastic: “She 
is a new woman.” (Perhaps he was over-enthusiastic 
because her frigidity had also been cured.) Her own 
response was: “I feel a lot better. Sometimes I get a bit 
miserable, and think I will come and have a few more 
talks, but within a day or two I get over it. I am well 
satisfied.” 

There is another 10% of the total which includes: those 
for whom specialist attention is advisable, and others to 
whom the comfort given by sympathetic understanding, 
reassurance and medicines seems the only feasible therapy. 


The remaining 10% of cases are either failures or errors. 
A rare source of error is the failure to detect a psychosis 
or a bodily disease. But the common source of failure, 
occurring in both acute and chronic cases, is psychological 
incompatibility. Some patients are frightened away to 
other practitioners; a few subsequently return when they 
learn by bitter experience that physical therapy or an 
operation has been useless. Most simply refuse or cease 
treatment. It is easy to blame the patient, attributing it 
to his obstinacy or “cussedness”; but the logical and real 
cause can be only my own blind spots, shortcomings and 
mistakes. The failures will be reduced only when I 
become clearly aware of these and amend them, in the 
ome way that other failings have been corrected in the 
past. 

Advantages of Treatment in General Practice. 


There are several encouragements to treat neuroses in 
general practice. There is, firstly, their frequency (8% to 
12% of patients, with another 20% or more in whom 
psychic factors are prominent in the symptomatology) and 
the mass of chronic suffering which they represent. 


Secondly, a general practitioner has many advantages 
over a psychiatrist, since he sees the patients earlier, he 
has their confidence and knows their background, and he 
can commence therapy when the emotions are “ripe” for 
release. There is another big advantage, in that the 
practitioner can treat these patients without significantly 
altering their daily routine of living or their occupations, 
thus facilitating recovery as well as avoiding excessive 
inconvenience, 


Thirdly, there is the fact that many neuroses, estimated 
by Watts and Watts (1953) at 25%, are either self-limiting 
or spontaneously cured by fortuitous environmental change 
or suggestion. Observation of such cases made me realize 
that effective treatment, although seemingly difficult at 
that time, was possible, and that it was worth seeking, 
and dealing with or removing, the predisposing cause. 
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We plead the disadvantage of lack of time and know- 
ledge, but this is scarcely valid when other practitioners 
are showing that they can cure the common neuroses in 
about the same time as is required for the average surgical 
or obstetrical case. - There are some patients who do 
require months or years of patient treatment and who are 
beyond our capabilities; but these are a minority. 


The conditions in general practice are not always ideal 
for psychiatric work; but the other advantages and our 
duty to our patients outweigh this. 


Comments. 


Thorner in America, Watts in England, and Chapman, 
pioneering the field in Australia, have recently demon- 
strated in reports of their own clinical work that most 
neuroses can be, and should be, treated in general practice. 
It has been the purpose of this article to present further 
confirmation and to show in some detail how this can be 
done. It is hoped that the record of my experiences may 
oe others and enable them to avoid some of the 
D 8. 


A few fortunates are born psychiatrists and do and say 
the right things intuitively; but most of us have to culti- 
vate this art. This requires some basic knowledge, but 
mainly personal application and practice in learning to 
listen in a different manner from “history-taking”, in 
observing carefully the bodily effects of repressed emotion, 
in practising the art of releasing these, and, above all, 
in. learning to-see the patient not only as he is, but also 
as he may become after such release. 


There is one pitfall in psychiatric work which can 
probably be avoided only by the fortunate few. This is 
described in Balint’s article. One must “face the experi- 
ence that quite often one’s actual behaviour is entirely 
different from what one has always believed it to be”. 
“It is a fact that acquiring psychotherapeutic skill is 
tantamount to discovering some. hard, and not very 
pleasant, facts about one’s own limitations.” 


Most, if not all, practitioners are aware of the prevalence 
of, and the problems created by, neuroses. Most prac- 
titioners sincerely wish to face their responsibilities and 
to cure these patients. But few apparently make any 
serious effort to treat them (other than by sedatives or 
tonics, reassurance and advice), even though others show 
them that this can be done. This is curious, but perhaps 
explicable by Balint’s article, from which the foregoing 
extracts are taken. 


The process of becoming aware of one’s automatic pat- 
terns and acquiring a modicum cf freedom from them has 
been, and still is, painful at times; but there is a deeper 
satisfaction in learning to know oneself (or one’s selves) 
and in being able effectively to treat the substantial pro- 
— of patients whose sufferings derive from psychie 


Group therapy, such as Balint describes; does appear to 
be an excellent method of learning to acquire skill in 
‘psychiatric diagnosis and treatment; but, until such time 
as it comes into more general application, such awareness 
and skill can be acquired by patient and persevering 
personal effort. Whenever it can be arranged, as I have 
been able to do recently, frank discussion with one or 
more colleagues will help considerably. 


Summary. 


A practical method of approach to the diagnosis. and 
treatment of neuroses in general practice is presented. 
Case histories are quoted to illustrate the common diffi- 
culties and errors of diagnosis, and a method of preventing 
or minim: these. One method of treatment is described 
and the ts of such treatment are given. 


Further evidence is submitted to show that the general 
practitioner should treat most of the neuroses that he 
encounters commonly, 


and that this can be done 
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AN ELECTROLYTE CONVERSION TABLE. 





By J. A. C, DIQuE, 


Department of Pathology, Brisbane General Hospital, 
Brisbane. 





Wir the growth of intravenous fluid therapy today, it 
has become increasingly important to estimate the con- 
centration of tissue electrolytes. in milliequivalents per 
litre instead of in milligrammes per 100. millilitres. All 
workers in this field agree that this facilitates assessment 
of the tissue concentrations of electrolytes and leads to 
more accurate prescription with respect to quantities to 
be replaced, 

The absence of a ready reckoner for converting milli- 
grammes per 100 millilitres of crystalloid, grammes per 
100 millilitres of protein or volumes per centum of carbon 
dioxide into milliequivalents per litre has undoubtedly 
played its part in hindering the use of the milliequivalents 
per litre system on account of the mere labour of making 
the required calculations. 

It is with the intention of filling this gap that I intro- 
duce the table below. By means of this table it is pessible 
to convert milligrammes of crystalloid per 100 millilitres, 
grammes per 100 millilitres of protein, and volumes per 
centum of carbon dioxide into milliequivalents per litre by 
merely adding three numbers together. 

I once constructed a series of nomograms and from them 
a complete list of milliequivalents per litre values for all 
known and likely concentrations of electrolytes. There 
were eight pages of nomograms and ten pages of type- 
written figures, a volume of paper far too bulky when the 
information can be obtained from one sheet of paper. 


Construction of the Table. 
A brief note of how the table was constructed would be . 
informative. 
The concentration of a substance in milliequivalents per 
litre may be calculated in the following way: 
1. Milliequivalents of crystalloid per litre = 
Milligrammes of substance per 100 millilitres x 10 x valency . 
Molecular weight. 
2. Milliequivalents of base bicarbonate per litre = 
Carbon dioxide combining power 
2-24- 
3. Base binding power of serum protein = 
Grammes per 100 -millilitres. of protein x 2-43. 
By the use of these formule and taking the pesyag 








weights and valencies of tissue electrolytes as under, I 


have calculated the concentration of tissue electrolytes in 
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TABLE I. 
Grammes of ; iY 
: protein ae. Electrolytic Concentration in Milliequivalents per Litre to the Nearest Tenth of a Milliequivalent. 
satu of oir | cir | | | ] ie 
a> | 
per 300 ee | ee HCO,. Protein. HPO, ~80.. | Na. K. | Ca. Mg. 
Crystalloid. 
100 17°1 28-2 44-6 243-0 18-8 20-8 43°5 25-5 49-9 82-2 
200 34-2 56-4 89-3 486-0 37-5 41-6 87-0 51-0 99-8 164-5 
3800 51:3 84-6 133-9 729-0 56-3 62-5 130-5 75-5 149-7 246-7 
400 68-4 112-8 178-6 972-0 75-0 83-3 173-9 102-0 199-6 828-9 
500 85-5 141-0 223-2 1215-0 93-8 104-1 217-4 127-5 249-5 411-2 
600 102-6 169-2 267-9 1458-0 112-5 124-9 260-9 153-0 299-4 493-4 
700 119-7 197-4 312-5 1701-0 181-3 145-7 304-4 178-5 349-3 575-7 
800 136-8 | 225-6 | - 957-1 1944-0 150-0 166-6 347-9 204-0 300°2 | 657-0 
900 154-0 253-8 401-8 2187-0 168-8 187-4 891-4 230-0 449-1 740-1 























milliequivalents per litre for values of 100 to 900 milli- 
grammes per 100 millilitres in the case of crystalloid, 
volumes per centum for carbon dioxide, and grammes per 
100 millilitres for protein. Calculations have been made 
only for exact hundreds. The concentration in milli- 
equivalents per litre of numbers that are not exact 
hundreds is obtained by moving the decimal point and 
adding up the units, tens and hundreds which go to make 
up that number. 

It must be pointed out that whereas a carbon dioxide 
combining power of 600 volumes per centum havilg a 
base bicarbonate concentration of 267-9 milliequivalents 
per litre cannot occur in Nature, it is nevertheless an 
accurate means of expressing the fact that a figure of 60 
volumes of carbon dioxide per centum has a _ base 
bicarbonate concentration of 26-79 milliequivalents per 
litre. Similarly a figure such as 700 grammes of protein 
per 100 millilitres (an impossible figure) with a concen- 
tration equivalent to 1701-0 milliequivalents per litre is 
really a means of expressing the fact that seven grammes 
per centum of protein have a concentration of 17-01 milli- 
equivalents per litre. 

The numbers 100 to 900 in the first column of the table 
refer to the concentration of the various substances— 
grammes per 100 millilitres for protein, volumes per 
centum for carbon dioxide combining power, and milli- 
grammes per 100 millilitres for the other substances. Each 
number in each of the other columns represents the con- 
centration in milliequivalents per litre of the substance at 
the head of the column to the nearest tenth of a milli- 
equivalent. 

The method of using the chart can most easily be under- 
stood from the following examples: 

1, The serum sodium content is 281 milligrammes per 
100 millilitres; what is its concentration in milliequivalents 
per litre? 3 


By reference to the chart: 


200 milligrammes of sodium per 100 millilitres have a 
concentration of 87-0 milliequivalents per litre. 


80 milligrammes of sodium per 100 millilitres have a 
concentration of 34-79 milliequivalents per litre. 


1 milligramme of sodium per 100 millilitres has a 
concentration of 0-435 milliequivalent per litre. 


So by addition: 


281 milligrammes of sodium per 100 millilitres have a 
concentration of 122-2 milliequivalents per litre. 


2. The serum protein content is 6-8 grammes per 100 
millilitres; what is its base binding power in milli- 
equivalents per litre? . 


1 Obtained by moving the decimal point. 





By reference to the chart: 
6-0 grammes of protein per 100- millilitres have 
concentration of 14-58 milliequivalents per litre. 
0-8 gramme of protein per 100 millilitres has 
concentration of 1-944 milliequivalents per litre. 
So by addition: 


6-8 grammes of protein per 100 millilitres have 
concentration of 16-5 milliequivalents per litre. 


a 


a 








TABLE II. 
Atomic Valency of 

Substance. Weight. Ton. 

Na 22-997 1 

K 39-096 1 

Mg -32 2 

Ca 40-08 2 

8 -06 2 (of SO,) 

P 30-98 1-8 (of HPO,)? 

Cl 35-457 1 

oO 16-000 2 

Cc 12-010 1 (of HCO,) 

H 1-008 1 











~ 1Phe valency varies with the pH. At a pH of 7-4, 
HPO, unites with 1-8 equivalents of base. 


38. What is the base bicarbonate concentration in milli- 
equivalents per litre of a specimen of serum having a 
carbon dioxide combining power of 43-5 volumes per 
centum? 

By reference to the chart: 

40-0 volumes of carbon dioxide per centum have 

concentration of 17-86 milliequivalents per litre. 
3-0 volumes of carbon dioxide per centum have 
concentration of 1-339 milliequivalents per litre. 


0-5 volume of carbon dioxide per centum has a 
concentration of 0-2232 milliequivalent per litre. 
So by addition: 

43-5 volumes of carbon dioxide per centum have a 

concentration of 19-4 milliequivalents per litre. 
The concentration of chlorine is sometimes expressed as 
milligrammes of chlorine per 100 millilitres; more usually 
it is expressed as milligrammes of sodium chloride per 100 
millilitres. If the concentration is expressed in milli- 
grammes of chlorine per 100 millilitres, then use the first 
and third columns. If, however, the concentration is 
expressed as milligrammes of sodium chloride per 100 milli- 
litres, the first and second columns should be used in order 
to work out the concentration of chlorine in milli- 
equivalents per litre. The first and second columns may 
also be used to determine the number of millimoles of 
sodium and chlorine per litre contained in routine sodium 


a 


a 
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chloride solutions—for example, 0-9 gramme of sodium 
chloride per centum has a concentration of 154 milli- 
equivalents of sodium and chloride each per litre. 

The concentration of substances in milliequivalents per 
litre is accurate to the nearest tenth of a milliequivalent 
for all substances in which the concentrations in grammes, 
milligrammes and volumes of carbon dioxide are exact 
hundreds. 

Should it be desired to obtain the concentration of a 
substance in millimoles per litre, this can be readily done 
by dividing the concentration in milliequivalents per litre 
by the valency of the substance. 

For proteins divide the concentration in milliequivalents 
per litre by eight. 

Patients who are being maintained on intravenous 
therapy and who are known or thought to be deficient in 
potassium should have this ion replaced intravenously. As 
the salt usually chosen is potassium chloride, it is useful to 
know how many milliequivalents are contained in a fixed 
quantity of salt. The same is true of calcium. The follow- 
ing figures are worth remembering: 


1. Potassium chloride, 1-0 gramme 


475-6 milligrammes of chlorine + 524-4 milli- 
grammes of potassium 


= 138-4 milliequivalents of chlorine and potassium 
each. 
2. Calcium chloride, 1-0 gramme 


= 361-1 milligrammes of calcium + 638-9 milli- 
grammes of chlorine 


= 18-0 milliequivalents each. 


Summary. 


An electrolyte conversion table has been presented and 
the manner of using it described. 
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POST-GASTRECTOMY DIETARY MANAGEMENT: 





By Patricia J. CRoweE, 


Research Dietitian, Clinical Research Unit, 
Royal Prince Alfred Hospital, 


AND 
STANLEY GOULSTON, 
Sydney. 





THE operation of partial gastrectomy is at present the 
standard procedure when surgery is indicated for gastric 
and duodenal ulceration. The operation usually cures the 
patient, but he may suffer in other ways as a direct result 
of the altered physiology occasioned by the operation. 


As a rule, physicians play only a small part in the 
post-operative management of these patients, and surgeons 
are concerned mainly with their patients’ recovery from 
the operation. We have found that much confusion exists 
as to dietary measures recommended after gastrectomy. 


+From the Gastr 
Hospital, Byaney, et Sine, Royal Prince Alfred 








Surgeons differ in their outlook in this regard. Some tell 
their patients to eat and drink anything, others instruct 
them to remain on an ulcer type of diet indefinitely. Some 
patients receive no instructions, and these often resort 
to a diet consisting mainly of carbohydrate. Women are 
the main offenders. 

The post-gastrectomy syndromes commencing soon after 
the operation have in recent years been more clearly 
defined into three main entities: the “efferent loop syn- 
drome”, in which the essential feature is the rapid entry 
of a large bulk of food into the jejunum; the “afferent loop 
stasis syndrome”, due to distension of the afferent loop 
caused by mechanical kinking at its junction with the 
gastric remnant; and the “gastric distension syndrome”, 
due to slow emptying of the stomach with a narrow or 
defective stoma. These syndromes cause symptoms during 
or at the end of the meal, such as fullness in the upper 
part of the abdomen, consciousness of intestinal movement, 
vomiting of bile or food, diarrhea, and vasomotor 
phenomena such as sweating, palpitation, pallor, feeling 
of warmth, tachycardia and excessive tiredness. These 
inconvenient symptoms may be transient, but may persist 
for long periods after operation. Their incidence has been 
described as between 5% and 12% (Custer, Butt and 
Waugh, 1946). - 








TABLE I. 
Failure to Gain Weight after Gastrectomy. 
Number 
Authority. Year. of Condition. 
Cases. 
Sara Jordan 1941 100 29% below normal weight after 
one year. 
Adlersberg and a A 1 10 after 
fr 106} oan oe pounds 
Muir 1949 86 10% Tost 0% pounds or es 
ess than regained weigh » 
six ths after o 
Wells and Wel- 1951 100 Average loss, 14 junds one 
bourn. year y- 














Adlersberg and Hammerschlag in 1947 separated these 
post-gastrectomy symptoms from those occurring months 
later and due to hypoglycemia. 


In addition to these syndromes a number of patients 
suffer from troublesome gastritis in the gastric remnant, 
beginning in the first weeks after the operation and 
recurring thereafter. A small percentage of the duodenal 
ulcer sufferers who undergo operation will develop a stomal 
ulcer. 

Furthermore, post-gastrectomy patients may fail to 
gain weight and may remain debilitated owing to a 
diminished caloric intake and impaired digestion and 
absorption of food. They may be unable to resume their 
former occupation or to attempt heavy work owing to lack 
of strength and vitality. Evidence has been presented that 
pulmonary tuberculosis occurs more commonly after partial 
gastrectomy than in patients with an intact stomach. 


In our opinion the post-gastrectomy syndromes, mal- 
nutrition and debility, could be prevented or minimized by 
close attention to the patient’s diet during the first three 
months after operation. The gastric remnant with an 
artificial stoma requires education in its handling of food- 
stuffs, and intelligent dietary methods should be under- 
taken from the first week after gastrectomy. The diet 
should contain sufficient calories to result in a weight 
gain from the outset. 


The diet regimen should be based on the following 
considerations: (a) The early introduction of sufficient 
calories and protein to combat the post-operative negative 
nitrogen and potassium balance. (bd) A gradual but 
definite increase in food intake each week. (c) Division 
of the intake into six small feeds daily until the end of 
the third month, by which time the patient’s pre-ulcer 
diet can usually be taken. The six small meals offer 
practical difficulties in hospital because of the extra work 
entailed for the nursing and kitchen staffs, but are essential 
in the patient’s gastric reeducation. The meals should he 
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attractively served. (d) The giving of clear directions 
concerning the type of foods the patient is advised to 
eat on leaving hospital to introduce variety and to satisfy 
personal and racial preferences. 


TABLE II. 


Types of Food Patient is Advised to Eat till End of Third Month. 


















































Food. Advised. To be Avoided. 
Meat. Tender red or white meats, such a ore meat 
as grilled lamb chops or cutlets, Tissoles, 

rons lamb, roast beef, roast | sausages, frankfurts, highly 
veal, roast and creamed seasoned. meat, stews, 
chicken, roast and creamed gravies, curries — 
rabbit, rains, Crisp oked, canned meats 
bacon. 

Fish. Creamed and steamed fish, | Crab. lobster, prawns. 
varieties such as flathead, 
bream, butterfish, schnapper, 
whiting ef cetera, salmon, sar- 
dines, oysters, whitebait. 

Eggs. Poached, boiled, scrambled | Fried. 

: omelettes. 

Cheese. All ¢ of cheese — for 
example, mild, cheddar, tasty, 
Roquefort, Camembert, Cheese 
dish: ‘or example, cheese 
omelette, cheese fondue, e 
cetera. 

Entrées. |Macaroni, spaghetti, rice. Baked beans, sweet corn. 
Vegetables. oon oung vegetables such | Cabbage, onions, nips, 
pee beams, pens, carrots, Brussels sprouts, a ips. 

pumpkin, marrow, chokoes, 
sp as) 
Galliawer potatoes. 
Salads. Tender young inside leaves of | Cucumber, celery, radish. 
lettuce. tomatoes, beetroot. 
Fruits and | All stewed and canned fruits, | Unripe fruits, pineapple. 
Fruit ripe -peaches 
Tuices. . Dried fruits, Fruit 
Ftices—tor example, oi > 
emon, pineapple and Scuaie. 
Bread and | Porridge, cornflakes, tice | Fresh bread, whole wheat 
Cereals. bubbles, ‘““Weetbix”. Day old | bread, cereals with bran. 
white or brown bread. 
Desserts. | Preferably made with eggs and | Pies, pastries, hot scones. 
milk—for example. baked rice | heavy steamed fruit pud- 
custard, 8 , blanc- | dings, spices, rich fruit 
mene, — delicious, cake. 
gelatine rice, 
tapioca, janet, | ight "steamed 
8 e or 
batter cabo, = i 
light steamed puddings 
Beverages. | Milk coffee, weak tea with milk | Avoid all alcohol for first 
or lemon, drinks. Milk, | three months. 
1 to 1¢ pints per day. “Akta- 
vite w, 
Nuts. a Not allowed till end of 
three months. 
Condiments. Salt, toma Me Pees ienep Curry, mustard, pickles 
“Marmite”, “ ~— aalad pepper, tomato sauce, 
dressing, Me sa ies’ iene: vinegar, Worcestershire 
ings in small amounts, sauce. 
Jams, oo poner, syru llied | Chocolate with nuts. - 
Sweets jams ams. without 8 ood 3 
et cetera. pips.’ re 
ollies, pestanecteh a a —. 
Fats. Butter, cream, oil. Introduce — 
foods fried in minimum of 
fat gradually towards end of 
three months period. 











The following dietary programme has been compiled to 
conform with these principles. 


Suggested Feeding Schedules. 


First Week. 


The patient who has had a gastrectomy will have an 
indwelling tube in the stomach proximal to the anastomosis 


through which gastric contents are aspirated for one to 





1All protein, fat and carbohydrate contents are in grammes. 


three days. 


Provided there are no complications such as 


gastric dilatation or electrolyte imbalance, the tube is then 
removed. Feeding during the first two to three days is 


by the intravenous route under the surgeon’s care. 


After 


twelve to twenty-four hours small sips of water are allowed 
by mouth. A useful schedule is as follows: 

Thirty-six to forty-eight hours after operation: 

of water hourly during waking period. 

Day 3: One ounce of citrated milk two-hourly during waking 


period. 
Day 4: 
period 
Day 5: 
waking period. 
Day 6: 
per 
Day 7: 


One ounce 


Two ounces of citrated milk two-hourly during waking 
Three ounces of citrated milk two-hourly during 
Six = of citrated milk two-hourly during waking 


Six ounces of citrated milk two-hourly during waking 


period, with mashed potato, junket, custard, jelly 


et cetera. 


If milk is badly tolerated or disliked, the following fluid 
alternative is suggested: strained fruit juices (for example, 
orange, lemon), to which unbeaten egg white has been 
added in the proportion of one egg white to four ounces of 


fruit juice. 
Second Week. 


Protein, 77 grammes; fat, 93 grammes; 
grammes. Calories, 1709. 


carbohydrate, 141 


arbo- 


Cc 
Protein. Fat. hydrate. 


7 a.m.: 


6 ounces milk, 


or milk coffee, 
COCR, “EEEIO” 6S ce tél 


~~ 


«1 





Calories, 115. 
8 a.m.: 


1 egg ai 

4 slice bread 

1 teaspoon butter 

1 teaspoon honey .. .. .. «- 

6 ounces milk, or milk coffee, 
cocoa, “Milo” ae tet he 6 


| lame 


Lele 


a 





— 
7 7 — a 





Calories, 272. 
10 a.m.: 
4 slicebread .. .. 
1 teaspoon butter .. 
Honey or jam 
6 ounces milk, 
cocoa, “Milo 


|| o 


a 


or milk coffee, 





«a 


— 
cin we] oo 





Calories, 194. 


12 midday: 
Steamed fish (1 serve), or chicken, 
or rabbit ‘ 15 
2 tablespoons “white ‘sauce or 


gravy 
3 tablespoons potato ; 
6 ounces orange juice .. 


bop 


ll me 





20 


= 





Calories, 303. 


3 p.m.: 
Ice cream, 1 small bucket .. 
Stewed fruit (1 serve) 

1 ounce cream 
6 ounces milk, 


or milk coffee, 
COC, “MEI ic co. ee. ee 


= 
o}l|w 


-_ 
3 Bea 





Cla eeE 


24 





Calories, 312. 
5 p.m.: 
Omelette—1 egg . 
PR MEO. ce. ee cot earths 
1 teaspoon butter PY hae 
6 ounces milk, or _ mill coffee, 
cocoa, ‘Milo pry vest 6 


ee) 


cob 





14 


olin wl o 


17 





_ Calories, 295. 


7 p.m.: 
6. ounces milk cocoa 
1 “Sao” biscuit pb Dieroiee 
1 teaspoon butter ee. ae «cco 


oo] 


wns 


“100 








Calories, 218. 
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Third Week. 


Protein, 100 grammes; 
grammes. Calories, 
seg ag 14 pints milk, 4 ounces dried skim milk, 


7 a.m.: 
6 ounces milk ae Ree 
Calories, 115. 
8 oye: 
: a. brea: Seite cae ee 
| esepone eer or “Marmite” 


1 teaspoo 
6 ounces milk m xture 


Calories, 308. 


10 a.m.: 
4 slice bread, or 1 or 2 “Sao” 
EE p26 6 Os as NY ow 
2 teaspoons butter big, a kee 
i inch cube cheese ares pee aes 


ounces milk mixture 
Honey or jam se Se 


Calories, 291. 


1 p.m.: 

2 slices (1§ ounces) water red 

or white meat 

2 hieapoone. white ‘sauce or 
gravy 2 
2 tablespoons potato. as 
2 tablespoons pumpkin .. 
6 ounces orange juice . 


Calories, 342. 


Baked custard (1 serve) 
Stewed fruit (1 serve) and sugar 
6 ounces milk mixture 


Calories, 303. 


5 p.m.: 
Creamed soup or chicken soos 
1 slice (1 ounce) et 
slice bread .. fe 
teaspoons butter ¥% 
6 ounces milk mixture .. 


Calories, 370. 


7 p.m.: 
6 ounces milk mixture .. 


Calories, 137. 


grammes; carbohydra 164 
wits roe 


Protein. Fat. nparnee. 



































6 7 7 
6 6 — 
1 _— 8 
Bs 5 sae 
—_ = 3 
10 5 13 
17 16 24 
1 = 8 
Hate 5 ies 
4 5 —_ 
10 5 13 
_ — 3 
15 15 24 
9 10 a= 
2 4 7 
1 oo 12 
1 —_ 6 
1 —_ 15 
14 14 40 
6 6 10 
1 — 11 
10 5 13 
17 11 34 
4 5 1 
6 7 — 
1 — 8 
ine 5 es 
10 5 13 
21 22 22 
10 5 13 





Fourth and Fifth Weeks. 


Protein, 96 grammes; 
grammes. Calories, 2410. 
7 a.m.: 
cup cereal .. .. 
teaspoons sugar 
ces milk 

Stewed fruit qa serve) and ‘sugar 
1 cup milk (6 ounces) . 


Calories, 322. 
9 a.m.: 
eg ee eee 
2 level ms butter Fw Aes 
6 ounces milk, as coffee, cocoa 


Calories, 310. 


fat, 138 grammes; 











carbohydrate, 196 
2 1 17 
_ _ 10 
2 2 2 
1 — 11 
6 FA a 
11 10 47 
6 6 — 
2 — 16 
poet 5 Gece 
6 7 7 
14 18 





Carbo- 
Protein. Fat. hydrate. 













































11 a.m.: 
1 flip— 
1 se tae 6 6 _ 
6 ounces milk See a 6 7 7 
1 ounce enemy (2 table- : 10 : 
m: rs. a tee a 
Vanilla 
: “Sao” biscuit ae ¥ 2 7 
1 teaspoon butter .. _ 3 a 
% ounce cheese ‘ + 5 —_ 
18 33 15 
Calories, 429. 
p.m. : 
2 slices. a ounces) “i or red . 43 
2 tablespoons “white sauce or : P ; 
3 tepieadecns mashed potato ts 2 oe 18 
Beans (1 serve) or equivalent .. 1 —_ 6 
1 glass (6 cunces) orange juice 1 — 15 
15 16 46 
Calories, 388. 
3 p.m.: 
Protein dessert— for example, 
Spanish cream, baked custard, 
lemon delicious g as 6 6 15 
2 tablespoons (1 wwnee) ‘cream |. 1 10 1 
slice bread . po sig ae 1 a 8 
teaspoon butter |: : = 3 —_— 
6 ounces milk, or cocoa, coffee |. 6 7 7 
14 26 31 
Calories, 414. 
6 p.m.: 
Cheese omelette .. .. .. .. 10 16 — 
1 slice bread .. .. .. «2 «ee a 16 
2 teaspoons butter... .. .. .. — 5 ao 
1 — manny, exes anc or 
Pree  eaee eG nl —_ 4 
6 ounces mill, as " “Bournvita”, 
coffee aa AS al 6 7 7 
Tea 
18 28 27 
Calories, 432. 
9 p.m.: 
6 ounces milk, as “Ovaltine’, 
cocoa, coffee <.. .. .. .. 7 7 
Calories, 115. 
Sizth to Twelfth Weeks. 
Protein, 102 grammes; fat, 123 grammes; carbohydrate, 
grammes. Calories, 2531. 
Breakfast : 
cup cereal 5 cern 2 1 17 
teaspoons prear re —_ — 10 
2 ounces milk . mh 2 2 2 
1 egg 6 6 wd 
Bacon, 1 rasher ( inches)" 4 4 — 
: slice bread ; 2 — 16 
2 teaspoons butter — 5 — 
ms jam .. —_ _ 14 
Gottes or tea 
16 18 59 
Calories, 462. 
Morning tea: 
6 ounces milk .. 6 7 - 
2 “Sao” biscuits . 2 3 13 
2 teaspoons butter — 5 — 
% ounce cheese 4 5 _ 
12 20 20 
Calories, 308. 
2 slices bread . 4 — 31 
3 teaspoons butter —_ 8 — 
2 slices cold roast meat or 2 
ounces white meat — for 
example, fish .. .. .. 12 14 — 
Lettuce, tomato or hot vege- 
tables—for example, potato, 
pumpkin, beans ; _ —_ 3 
1 piece C6 ounces) fruit — for 
example, ripe a, bases 1 — 15 
6 ounces milk .. 6 7 7 








Calories, 577. 
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Carbo- 
Protein. Fat. hydrate. 
Afternoon tea: 

















6 ounces milk . Cir hare 6 7 
1 piece (2 ounces) “cake’ fare ek 5 4 30 
11 11 37 
Calories, 291. 
Dinner: 
} ounces grilled steak .. 24 28 — 
3 tablespoons potato 2 a 18 
Pumpkin (1 serve) 
Ice cream (one scoop) 1 3 6 
— possi — — or " fresh : 13 
Tea." 
31 31 54 
Calories, 619. 
Supper : 
6 ounces milk cocoa 7 9 8 
1 slice toast .. 2 a 16 
2 teaspoons butter — 5 ~- 
Honey or jam or “Marmite” -— —_ 4 
9 14 28 





Calories, 274. 
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THE PATTERN OF CONGENITAL HEART DISEASE 
IN INFANCY AND CHILDHOOD. 





By Dovetas STUCKEY, 
Physician-in-Charge, Congenital Heart Disease Clinic, 
Royal Alexandra Hospital for Children, Sydney. 





THis report is based on experience at the Royal 
Alexandra Hospital for Children, Sydney, from May, 1948, 
to December, 1953. Three hundred and thirty-six patients 
suffering from a congenital heart lesion were examined 
at the Congenital Heart Disease Clinic during this period. 
In 19 of these cases the results of post-mortem examina- 
tion were available, in 57 the diagnosis was confirmed at 
operation, and in 69 either angiocardiography or cardiac 
catheterization had been carried out. In the remainder, the 
diagnosis was based on repeated clinical examination and 
assessment by the members of the Congenital Heart Disease 
Clinic, together with radiological examination including 
fluoroscopy, a standard twelve-lead electrocardiogram and a 
full blood count. In the same period, the diagnosis of a 
normal heart with an innocent systolic murmur was made 
in 58 cases at the clinic, and this group of patients will be 
reported elsewhere. 


During the same period of time, post-mortem examination 
revealed a congenital heart lesion in an additional 90 
patients who had died in the wards of the hospital and 
who had not been examined at the Congenital Heart Disease 
Clinic. This happened when death occurred within a few 
days of admission to hospital, or when the child was 
admitted to hospital with some other illness and the 
presence of a congenital heart lesion was not suspected 
during life. Of the 109 children on whom a post-mortem 
examination was carried out, 71 were aged under six 
months (nine of these died in the first two weeks of life), 
26 were aged between six months and two years, and 12 
were aged between two and thirteen years. 





The incidence of the various forms of congenital heart 
disease amongst all the patients with a congenital mal- 
formation of the heart was recorded in two age groups— 
the first from birth up to the second birthday (204 
patients), and the second from the age of two years to the 
thirteenth birthday (222 patients). The incidence of the 
different. forms of congenital heart disease in these two 
age periods is presented in Table I. 











TABLE I.4 
Two to 
Up to Two Thirteen 
Type of Heart Disease. Years. Years. 
(204 Patients.) | (222 Patients.) 
Acyanotic forms of congenital heart emerge 

Patent ductus arieriosus .. 50% 30:0% 
Atrial septal defect ; 10-0% 12:0% 
Ventricular septal defect _ 20-0 @ 20-0% 
Pulmonary stenosis ee is * 6-0 % 10-0% 
Aortic stenosis ‘ 0-5 2 30% 
Cones of the aorta (adult type) « 1:0% 1:5% 

trio-ventricularis -—ananad . 5-0% _ 
other acyanotic form 50% 1:0% 

Cyanotic forms of congenital heart disease : 
Tetralogy of Fallot 15-0% 150% 
Pulmonary atresia. . 50% 1:0% 
Pulmo: pea ‘with ‘Teversed inter- 

atrial shunt 15% 0:5% 
Tricuspid atresia eh 5-0% 05% 
Eisenmenger gro’ ‘orth 5:0% 4-0% 
Transposition of the great vessels 100% 05% 
Truncus arteriosu i 0% 1:0% 

nesaaeicon of the aorta (infantile type) 50% — 
Total fe os ié as 100-0% 100-0% 











1 Angiocardiography or cardiac catheterization was carried out in nine 
cases in the first group and in 60 cases in the second group i ; no operations 
were performed in the first group, but 57 subjects in the second group were 
=—_ on; post-mortem examinations were carried out on 97 subjects in 

first group and on 12 subjects in the second group. 


The classification used was essentially a clinical one. In 
the Eisenmenger group, as suggested by Wood (1952), were 
included not only patients with a true Hisenmenger’s 
complex, an uncommon anomaly which can be recognized 
with certainty only at post-mortem examination, but also 
all patients with severe pulmonary hypertension and a 
reversed flow of blood from the right to the left side of 
the heart through a shunt—a patent ductus arteriosus, an 
atrial septal defect or a ventricular septal defect. The 
last-mentioned conditions present an almost identical 
clinical picture, and the distinction between them can be 
made only with difficulty during life. The disordered 
physiology is very similar and they have the same treai- 
ment, course and prognosis, so that it is helpful to consider 
these patients as one group from the clinical point of view. 
Pulmonary stenosis with reversed interatrial shunt is a 
clinical diagnosis depending on the presence of persistent 
central cyanosis during life in a patient with severe 
pulmonary stenosis, an intact interventricular septum and 
a patent foramen ovale. In the remainder the clinical and 
pathological diagnoses corresponded. 


When multiple defects were present, the patient was 
classified under the one of major importance. For instance, 
all patients with tricuspid atresia or pulmonary stenosis 
with reversed interatrial shunt, and some with a truncus 
arteriosus, transposition of the great vessels or the 
tetralogy of Fallot, have a defect in the interatrial septum; 
but this is secondary to, or incidental to, the major 
anomaly. Slit patency of the foramen ovale, which as an 
isolated post-mortem finding has no functional significance, 
was ignored, as was a patent ductus arteriosus in a patient 
aged under six weeks, unless it was very large. 


Discussion. 

Some knowledge of the relative frequency of the various 
congenital malformations of the heart at different ages is 
extremely helpful in clinical diagnosis. 

Maude Abbott’s (1915) anatomical classification of 1000 
cases, while useful for reference, was based on post-mortem 
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material only, and is too complex to have much clinical 
application. Wood (1950) reported incidence figures from 
a clinical point of view; but his series included many 
adults and very few children aged under three years. 


In childhood, from the ages of two to thirteen years, the 
incidence figures presented in this paper agreed well. with 
those reported by. Wood (1950). Cyanotic forms of con- 
genital heart disease represented about one-fifth of all 
cases, and two out of three of these patients had the 
tetralogy of Fallot, so that this malformation dominated 
all others in importance in the child aged over two years 
with cyanotic congenital heart disease. Of the acyanotic 
forms, patent ductus arteriosus, atrial septal defect, 
ventricular septal defect and pulmonary stenosis between 
them accounted for about nine out of ten cases. It would 
be expected that in older patients the organic stenoses 
(aortic stenosis, pulmonary stenosis, coarctation of the 
aorta), which remain relatively fixed in size during the 
growth of the child, would become more important in 
relation to increasing body size, and that some patients 
with these conditions would present for the first time in 
adolescence or early adult life. 


In infancy, up to the age of two years, the incidence 
pattern of the various forms of congenital heart disease 
was strikingly different. Cyanotic forms of congenital heart 
disease accounted for almost half of all patients examined, 
owing to the greater numbers of patients suffering from 
transposition of the great vessels, pulmonary atresia, 
tricuspid atresia, and the infantile form of coarctation of 
the aorta. The tetralogy of Fallot was still the commonest 
form of cyanotic congenital heart disease found, but 
accounted for less than one-third of the cases of cyanotic 
congenital heart disease in this age group. During the 
period under review, 13 patients aged under two years 
suffering from the tetralogy of Fallot died. 


With regard to the patients with acyanotic forms of 
congenital heart disease in infancy, there were several 
points of interest. Patent ductus arteriosus was recog- 
nized infrequently in this age group; of 76 patients with 
this malformation examined at the clinic, the diagnosis 
was made on clinical grounds only twice in subjects aged 
under two years. During the same period, seven infants 
aged under two years with a patent ductus arteriosus, who 
had not been examined at the clinic, died in the wards of 
the hospital, and the anomaly was recognized at post- 
mortem examination. It would seem that this essentially 
curable lesion is sometimes overlooked in infancy, and the 
possibility should be considered in relation to any infant 
with congestive heart failure of uncertain origin. Per- 
sistent atrio-ventricularis communis was entountered only 
in this age group; of 14 patients’ with this anomaly at 
post-mortem examination, the eldest was aged twelve 
months. The organic stenoses (aortic stenosis, pulmonary 
stenosis, coarctation of the aorta) were recognized less 
frequently in infancy. A possible explanation for this has 
already been mentioned. 


The sex incidence in particular forms of congenital heart 
disease is of some importance, Thus with patent ductus 
arteriosus, females predominated in the proportion of more 
than three to one (56:17), and conversely there was strong 
male preponderance in coarctation of the aorta, especially 
the adult type (6:0), but also in the infantile form (7:2). 
These tendencies in sex incidence have been noted before 
(Brown, 1950). Wood’s (1950) figures agreed in the case 
of patent ductus arteriosus, but not in coarctation of the 
aorta, in which he found equal sex incidence. In atrial 
_ septal defect, female preponderance was found to be slight 
(27:20). In the cyanotic forms of congenital heart disease 
there were no outstanding differences. in sex incidence. 


It is apparent that there is a considerable loss of life 
from congenital heart disease in infancy, and that a pro- 
portion of the children who die have a malformation 
potentially amenable to surgery. It is probable that, in the 
future, an increasing number of surgical operations on 
these children will be undertaken in the first few years of 
-life. 


For this reason, infants and children should be 
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referred for an opinion or further investigation whenever 
the possibility of congenital heart disease is suspected. 


Summary. 


The incidence of the various forms of congenital heart 
disease among 426 patients with a congenital malformation 
of the heart examined at the Royal Alexandra Hospital for 
Children, Sydney, since 1948, is presented in two age 
groups. 

In the childhood age group, from two to thirteen years 
of age, cyanotic forms of congenital heart disease accounted 
for one-fifth of the cases, and in two-thirds of these the 
condition was the tetralogy of Fallot. Of the acyanotic 
forms, patent ductus arteriosus, atrial septal defect, 
ventricular septal defect and pulmonary stenosis between 
them accounted for nine out of ten cases. 


In the age period of infancy, from birth up to two years 
of age, the incidence pattern was strikingly different. 
Cyanotic forms of congenital heart disease accounted for 
almost half the cases, because of the greater numbers of 
patients suffering from transposition of the great vessels, 
pulmonary atresia, tricuspid atresia and the infantile type 
of coarctation of the aorta. Of the acyanotic forms, patent 
ductus arteriosus was recognized infrequently in this age 
period, and one patient in 10 had a persistent atrio- 
ventricularis communis. 


Attention is drawn to the increasing importance of the 
diagnosis and treatment of congenital heart lesions at an 
early age. 
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Reviews. 


Diseases of the Knee: Management in Medicine and Surgery. 
By Anthony F. DePalma, M.D.; 1954. Philadelphia: J.-B. 
Lippincott Company. Sydney: Angus and Robertson, 
Limited. 103” x 73”, pp. 862, with 455 illustrations. 
Price: £10 15s. 


TexT-Books of orthopedic surgery are usually written for 
the undergraduate or are so superficial that they can lead 
the occasional orthopsedic surgeon into trouble. This second 
book by Professor DePalma follows his volume on the 
shoulder and is complete enough for the post-graduate 
student and for the practising surgeon, either general or 
orthopedic. Emphasis is laid throughout on everyday con- 
ditions, conservative treatment and the common operations. 
Where detailed discussion of controversial issues could be 
confusing (as on the merits of total patellectomy) a brief 
review of the differing ideas is given and then a personal 
opinion. At the end of each chapter is a list of references 
for those interested enough to read further; indeed, the 
references are almost encyclopedic in scope. The section on 
quadriceps exercises, the critical review of arthroplasties of 
the knee and the chapter on synovial disorders are out- 
standing. But there are surprising omissions. Tuberculosis 
of the knee is not described by itself, although it is men- 
tioned in differential diagnosis and in the section on arthro- 
desis; braces and splints are recommended for genu valgum 
and varum; but they are not described at all. The illus- 
trations are numerous, good and apt, although occasionally 
they do not correspond with the text; one figure (153) does 
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not show an incision as described and it shows the semi- 
tendinosus on the lateral aspect of the knee. The manage- 
ment of the knee in paralysis, both flaccid and spastic, is 
good. General diseases which affect the knee are well 
summarized. 

DePalma avoids the common fault of describing a lot 
of operations without discussing their merits. In passing 
one must admire at least the candour of the college pro- 
fessor who advocates probing the knee with a finger during 
meniscectomy. 

This book is comprehensive, up to date and readable; it 
should be more than adequate for the post-graduate student 
and the general surgeon; and if only for its bibliography 
it should be a valuable reference book for the orthopedic 
surgeon. 


Anatomy for Surgeons. Volume I: The Head and Neck. By 
W. Henry Hollinshead, Ph.D.; 1954. New York: Paul B. 


Hoeber, Incorporated, Medical Book Department of 
Harper and Brothers. 104” x 7%”, pp. 572, with 326 
illustrations. Price: $12.00. 


Tuis is the first of three volumes by W. Henry Hollinshead, 
professor of anatomy at the Mayo Clinic Foundation, 
Rechester, University of Minnesota. It is an unusual type 
of work, “not a complete descriptive anatomy, rather an 
attempt to describe and interpret the anatomical facts and 
concepts that the surgeon has found useful’. The author 
is not a medical graduate but has had the advice of a 
large number of specialists at the Mayo Clinic. As this 
clinic is situated in a mid-western town of some 40,000 
people, where there are 300 members of the clinic staff and 
some 500 Fellows, he has had the advantage of easy and 
close collaboration at all times with specialists. 


Each section is complete in itself and has a very 
extensive bibliography. “No attempt has been made to 
describe the indications for the detailed technique of specific 
operations . . . nevertheless certain anatomical facts and 
concepts are of importance only as they pertain to surgery 
and most surgical procedures are based upon the sore 4 
or the physiological anatomy of the part concerned . 


In the section on the cranium there is an analysis a en 
variation at the torcular and paranasal sinuses of which, 
according to Woodhall, there are four types. These are the 
common pool, 9%, in which the straight and superior 
sagittal sinuses meet, and both lateral sinuses drain this 
channel; the plexiform type, which is provided with several 
channels providing adequate communication between the two 
sides, 56%; the ipsilateral, in which the sagittal sinus runs 
into one side in the straight sinuses to the opposite side, 
31%; and a unilateral type, in which both the sagittal and 
straight sinuses enter upon the se-.: lateral side and there 
is an absence of the opposite one, 4%. 


Throughout there are very many references to points of 
neurological interest. There is reference to the work of 
Taarnh@f, who relieves pressure on the fifth nerve by 
incising Meckel’s cave; and it is very interesting to note 
that Anderson Stuart and MacCormick are mentioned for 
their work on the action of the epiglottis in swallowing. 


The weakest section is that on the fascia and fascial 
spaces. The author does not appear to have given his own 
views, but those which are for the most part some twenty 
years old. In his general description he does not seem to 
have realized that the fascia conforms in structure to the 
function of the part which it encloses, and there is no 
mention of more recent work which has appeared in THE 
MEDICAL JOURNAL OF AUSTRALIA. 


With this exception the book can be confidently recom- 
mended to a wide variety of specialists whose practice comes 
within the field of the head and neck. The book is 
exceedingly well printed, the type is large and clear, the 
illustrations are wholly diagrammatic. 


Dagee: of the Liver, Gallbladder and Bile Ducts. By S. S. 
Lichtman, M.D., F.A.C.P.; Third Edition; 1953. Phila- 


delphia? Lea and Febiger. Sreayy: Angus and Robertson, 
Limited. In two volumes. 94” x 64”, pp. 660, arith 233 
illustrations, three in oot Worien £11 16s. 


Tue third edition of this standard text-book on diseases 
of the liver and biliary system has appeared four years 
after the previous edition. It is now published in two 
volumes instead of a single one and has been thoroughly 
revised and brought up to date. 


The preface to the third edition appears to have been 


hurriedly written and is disappointing. It is stated that “to 
provide punch biopsy for routine diagnostic use ... would 


lead to its condemnation because of an increasing number 
of casualties”, yet on page 1101 Terry, in 1952, is quoted 








that among 10,600 needle biopsies the mortality was 0°12%. 
Again to quote: “The antibiotics are assuming increasing 
significance, not as near-virucidal agents but as unexplained 
nutritional benefactors resulting from their selective bac- 
teriostatic action upon the intestinal flora.” There is little 
experimental or clinical evidence to support this view. 


In the summary on liver function tests and procedure 
a minimum selection of tests recommended for routine use 
is as follows: blood bilirubin, quantitative and qualitative; 
blood cholesterol, total and ester; alkaline phosphatase; 


plasma protein; total albumin-globulin fractions; pro- 
thrombin index; cephalin cholesterol flocculation; thymol 
turbidity; galactose tolerance and clearance; urobilinogen- 


uria; hippuric acid synthesis and vitamin K prothrombin 
response. The galactose tolerance test has not been found 
of much value by some investigators. 

The chapter on virus hepatitis is excellent and covered 
very fully. The importance of acute hepatitis without jaun- 
dice is stressed, the “hepatitis sine ictero” of Eppinger. 


The chapter on hepatic coma has been rewritten and 
adequately reveals present ignorance in the etiology and 

management. 

In the chapter on hepatic cirrhosis there is an interesting 
historical summary of the surgical treatment of portal 
hypertension from Banti, who suggested splenectomy in 
1898, to Learmonth, who advises splenectomy and cesophago- 
gastrectomy in 1952. No considered opinion is given to the 
reader of the relative values of the many operations listed 
for relief of portal hypertension. 

In newgrowths of the liver there is mention of the 
unexplained fever of mild degree as an important criterion 
of diagnosis in primary carcinoma of the liver. 


In the chapter on syphilitic hepatitis it is stated that 
“acute syphilitic hepatitis responds favourably to arsenical 
treatment”. This statement could well be modernized in the 
next printing. 

In the chapter on treatment in liver disease, in the 
section on treatment of bile stasis, the case for the use 
and misuse of choleretics is extremely confusing. In a mass 
of conflicting opinions no clear directions are given to the 
reader. 

The author’s choice of anesthetic in operations on patients 
with severe liver disease is cyclopropane. 

In the section on cholelithiasis it is stated that “the 
presence of gall-stones in the gall-bladder per se does not 
constitute a valid indication for cholecystectomy”. The 
author also strongly recommends general medical treatment 
for chronic cholecystitis—the use of a daily laxative, 
choleretics and diet even if gall-stones are present—and 
states that one-third of the patients will be relieved of their 
symptoms. Most surgeons and also physicians would not 
agree with these views. 

This book contains an immense amount of information on 
every aspect of liver disease, and each chapter is covered 
by a full and comprehensive list of references. For the 
specialist in gastro-enterology, general physician, biochemist 
and student it provides helpful reference and authority. It 
ferars be found on the shelves of any worthwhile medical 

rary. 


Metabolic and Toxic Diseases of the Nervous System. Pro- 
ceedings of the Association for Research in Nervous and 
Mental Disease, December 12 and 138, 1952, New York. 
Edited by H. C. Merritt and C. C. Hare; 1953. Baltimore: 
The Williams and Wilkins Company; Sydney: Angus and 
Robertson Limited. 9” x 64”, pp. 616, with 104 illustra- 
tions. Price: £5 7s. 6d 


Tue twenty-eight papers published in this volume and the 
recorded discussion which follows them make up the pro- 
ceedings of the thirty-second meeting of the Association for 
Research in Nervous and Mental Disease. They are of 
particular importance in that they were designed to throw 
light on the problem of the etiology of the degenerative 
diseases of the central nervous system and the neuro- 
muscular apparatus. It is pointed out in the preface that 
it is becoming increasingly evident that the answer to the 
problem will be that a specific metabolic disturbance or a 
reaction to some toxic substance is the cause of the neuronal 
or neuro-muscular degeneration in most, if not all, of these 
diseases. Therefore, in the design of the programme for the 
meeting an attempt was made to have presented the known 
facts regarding the metabolic disturbances and toxic sub- 
stances which are the cause of diseases of the nervous 
system, in the hope that this would lead to further studies 
which would give us a rational basis for prevention and 
treatment. The approach is comprehensive. The first group 
of papers deal with the relationship of the parathyroid gland, | 
the pituitary gland, the adrenal cortex, the thyroid gland 
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and the thymus to diseases of the nervous system. Then the 
effects of excessive heat and of low environmental tempera- 
tures are considered. Two articles are concerned with the 
role of the vitamin B group and of folic acid, vitamin By 
and related compounds in the metabolism of the nervous 
system. Two papers follow on abnormal copper metabolism 
and hepato-lenticular degeneration and on the neurological 
disorder associated with liver disease. Six papers deal with 
the relationship of lipide, carbohydrate, potassium, porphyrin, 
— and creatinine metabolism to diseases of the nervous 
stem. Two papers relate to drugs, and two to recent 
physiological developments. The concluding seven papers 
are concerned with the action of various toxic substances 
on the nervous system. The contributors are distinguished, 
and the treatment is comprehensive. Although the volume 
does not pretend to solve the problem of the degenerative 
diseases of the nervous system, it brings together a large 
collection of ascertained facts and so’makes an important 
step forward towards the elucidation of a difficult problem. 


Annals of Medical Detection. 
London: Victor Gollancz, 
Price: 13s. 6d. 


By Berton Roneché; 1964. 
Limited. 53”, pp. 226. 


THESDP true stories, all of which have appeared in The New 
Yorker, will provide entertainment for medical and non- 
medical readers alike. Each story tells of an investigation 
into a medical problem in the United States, usually of a 
public health character. The first, entitled “A Pig From 
Jersey”, deals with a sudden outbreak of trichinosis in 
New York and recounts how it was traced to its source; 
in “A Game of Wild Indians” we learn of the strange 
circumstances surrounding a localized epidemic of typhoid; 
“The Fog” describes in dramatic fashion the tragic con- 
sequences of a fog associated with air pollution in an 
industrial town; and so on. There are a dozen stories in all. 
The writing is never dull, the medical information is sound, 
and the author has an enviable ability to convey technical 
details clearly and pleasantly. While occasionally he shows 
the journalist’s straining after effects, his work is far above 
the standard of the “shriller newspapers” to which he refers 
in one of his stories. As light reading this book can be 
highly commended. 


The Year Book of the Eye, Ear, Nose and Throat (1953-1954 
Year Book Series). The Eye, edited by Derrick Vail, 
B.A., M.D., D.Oph. (Oxon.), F.A.C.S., F.R.C.S. (Hon.); The 
Bar, Nose and Throat, edited by John R. Lindsay, M.D.; 
1954. Chicago: The Year Book Publishers, Incorporated. 
8” x 53”, pp. 456, with 126 illustrations, Price: $6.00. 


A WIDE range of both general and specialist literature from 
various parts of the world has been examined by the editors 
of this Year Book to obtain their material. A limited amount 
of critical editorial comment has been added to some of the 
articles. The section on the eye has chapters on the orbit 
and adnexa, the conjunctiva and cornea, the uvea, the lens 
and cataract, refraction and motility, the optic nerve, 
neurology and visual fields, the retina, glaucoma, surgery, 
therapy and miscellaneous subjects. The section on the 
ear has chapters on hearing and hearing tests, vestibular 
function and vertigo, tubal function and otitis media, oto- 
sclerosis and fenestration, facial paralysis, the parotid gland 
and miscellaneous subjects. In the section on the nose and 
throat are chapters on the nasal sinuses, the oropharynx 
and. nasopharynx, the larynx and hypopharynx, the trachea, 
bronchi and cesophagus, allergy and miscellaneous subjects. 
While this book is primarily designed for specialists in 
diseases of the eye and of the ear, nose and throat, it will 
be useful to many others whose interests touch on these 
fields. 


The Year Book of Orthopedics and Traumatic Surgery 
(1953-1954 Year Book Series). Edited by Edward L. 
Compere, M.D., F.A.C.S., F.1LC.S.; 1954. Chicago: 
Year Book Publishers, Incorporated. 8” x 6%”,.pp. 362, 
with 209 illustrations. Price: $6.00. i 


A NOTICEABLE feature of this Year Book, which will surprise 
no one who is aware of the overall trends of modern surgery, 
is the number of articles which deal with medical aspects 
of diseases of the skeletal system and also with basic scien- 
tific research. The articles abstracted are taken from 
journals received between November, 1952, and November, 
1953. The abstracts are grouped into chapters on polio- 
myelitis, congenital deformities, the anatomy, embryology, 
pathology and physiology of the skeletal system, the epi- 

- physes, osteomyelitis and other infections, tumours, cysts 
and fibrodysplasia, arthritis and rheumatism, fractures and 


dislocations, the spine and pelvis, the neck, shoulder and 

arm, the hand and wrist, the hip, leg and knee, the foot and 

ankle, surgical and diagnostic techniques, amputations and 

prostheses, instruments, appliances and bone banks, and 

oo ita subjects. The editorial comment is sparse but 
elpful. 


The Bible and Modern Medicine: A Survey of Health and 
Healing in the Old and New Testaments. By A. Rendle 


Short, M.D., F.R.C.S.; PF yas London: The Paternoster 
Press. 73” x 5”, pp. 144. Price: 6s. 


Tus subtitle of this little book describes its contents very 
well. The author, who at the time of his recent death was 
Emeritus Professor of Surgery in the University of Bristol, 
is well known for his writings on surgical subjects. It is 
not surprising, therefore, that the present book is com- 
petently written and reasonable in its-approach. After 
making a general survey of medical ideas in primitive times, 
he examines what the Old and New Testaments have to say 
about priests and physicians, the sanitary code, various 
diseases and their treatment, including leprosy, and medical 
folklore. Separate chapters are given to Luke the physician, 
the physical cause of the death of Christ, the miracles of 
healing, demon possession and faith healing. The book con- 
cludes with a chapter on the biblical conception of sickness. 
Rendle Short’s attitude to the Bible is essentially reverent 
and conservative. While his book will appeal primarily to 
those who share his outlook, it has much to interest a 


wider circle of readers. 





Books Received, 





[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 





“A Synopsis of Obstetrics and Gynecology”, by Aleck W. 
Bourne, M.A., M.B., B.Ch. (Camb.), F-.R. C's. (England), 


F.R.C.O.G. ; Eleventh "Edition ; 1954. Bristol: John Wright and 
— Limit ed. 734” x 5”, pp. 544, with 170 text figures. Price: 


Intended as a useful supplement to and not as a substitute 
for ordinary text-books. 





FO hg Years of Medical Progress, 1878-1953”’ ? edited 
d with a foreword by Louis H. Bauer, M.D., F.A. ; 1954. 
Philadelphia Lea and Febiger. Sydney: Angus and Roinitenn. 
x 63”, pp. 286, with 25 illustrations. Price: 43s. 
aaiesi stealth “the story of the past seventy-five years in 
medicine and the present extent of our knowledge”. There 
are twenty-six contributors. 





“A Manual of Otology, Rhinology_and Laryngology”, by 
Howard Charles’ Me og M.D., F.A.C.S., and John J. 
Ballenger, B.S., M.D.; Fourth Badition ; 1954. Philadelphia : 
Lea and Febiger. ” Sy ‘dne ey: Angus and Robertson, Limited. 
4 x, §2", pp. 366, with 139 illustrations, three in colour. Price: 


“ie for medical students, nurses, general practitioners 
and as a ready reference for otolaryngologists. 





“The Pharmacologic Principles of Medical Practice: A Text- 
book on Pharmacology and Therapeutics for Medical Students, 
Physicians, and the Members of the Professions Allied to 
Medicine”, by John C. Krantz, junior, and C. Jelleff Carr; Third 
Edition ; 1954. Baltimore: The Williams and Wilkins Company. 
Sydney: Angus and Robertson, Limited. 93” x 6”, pp. 1294, with 
111 illustrations, six in colour. Price: £6 9s. 


The approach is “what to do and why” and “how to do it 
and when”. 





“The Medical Annual: A Year Book of Treatment and Prac- 
titioners’ Index”, edited by Henry Tidy, K.B.E., M.A., M.D. 
Oxon.), F.R.C.P., and R. Milnes Walker, M.S. (London), 
FRCS; geventy-second year; 1954. Bristol: John Wright 
and Sons, Limited. 834” x 53”, pp. 596, with 99 illustrations, a 
few in colour. 


R. Milnes Walker replaces as co-editor the late Professor 
A. Rendle Short. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
«abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given: surname of author, initials of author, year, full 
title of article, name of journal, volume, number of first page 
of the article. The abbreviations used for the titles of 
journals are those adopted by the Quarterly Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic —! oad reproduction are invited to seek 
the advice of the Edi 


 — 


TRENDS IN NURSING. 





He would be a bold man who would declare that the 
teaching and training of nurses were not as important as 
the teaching and training of doctors. We may describe 
nursing as the handmaid of medicine, and we recall that 
in the earliest times doctoring and nursing were generally 
carried out by the same person. The two professions 
lave, however, grown side by side and each has had its 
own peculiar development, passing gradually from dark- 
ness into light and increasing its range of activities as 
well as its availability to mankind. Advances that are 
made in medicine have their inevitable result on the work 
of nurses, and apart altogether from what we may call 
the economic and social side of nursing, we can readily 
understand that there can be no standing still in the 
development of the nursing profession. As medicine 
advances, the profession of nursing must advance with it. 
During recent years, several important contributions have 
been made to the problems of nursing. In 1947 there 
appeared in Great Britain a report of a working party on 
the recruitment and training of nurses; this was published 
by the Ministry of Health and the Department of Health 
for Scotland. In April, 1949, we discussed in these pages 
a report prepared by Dr. Esther Lucile Brown for the 
National Nursing Council; Dr. Brown’s report dealt with 
nursing for the future. In November, 1950, we considered 
at some length a report on nursing of an expert com- 
mittee of the World Health Organization. All these dis- 
cussions will well repay perusal even after the years that 
have passed. A great deal of what remained to be done 
in those days is still undone, and we may conclude that 
the subject of nursing is always, or should be always, of 
interest to members of the medical profession as well as 
to nurses. In Australia, the nursing profession labours 


under considerable difficulty because the period of training 





required is different in the several States; for example, in 
Victoria a nurse may complete her training in three years, 
but four years are required in New South Wales. Because 
of the advent of the forty-hour week, the actual time 
devoted by a nurse to her training has been considerably 
shortened and, of course, the difficulties associated with 
that training have not become any less. Reference is made 
to the subject on this occasion because of the publication 
of an oration by Miss G. N. Burbage, Matron of the 
Fairfield Hospital, Victoria. The oration was delivered at 
a special meeting arranged by the Victorian Plorence 
Nightingale Committee and the Royal Victorian College 
of Nursing. Matron Burbage is concerned, and rightly, 
with the standards of training received by nurses in 
Victoria. (A great deal of what she has to say applies 
with equal force in other States.) She thinks that the 
general pattern of training today for nurses is not satis- 
fying the patients, the members of the medical profession 
or the nurse herself. She reminded her audience at the 
outset that the function of a hospital was the care of the 
sick, although other activities might be carried on in the 
achievement of this objective. The care of the sick, the 
training of student doctors and the carrying out of 
research were not, she said, incompatible. All that was 
needed for the functioning of the hospital and the research 
programme and the training of doctors was staff to care 
for the patients. The problem was, and would remain, how 
to obtain sufficient people to do this work. 


Matron Burbage quotes a statement by the World Health 
Organization of what is an acceptable standard for profes- 
sional nurses. In spite of the length of this statement, it 
must be recorded here. The nurse: (a) Is prepared to 
recognize and to adjust to changing social, economic, 
medical, nursing and health situations. (b) Is well 
adjusted in her own living, in her work and in her 
relationships with others, and has developed a sense of 
personal and professional responsibility. (c) Has the 
capacity for and the will to seek continued growth and 
educational development. (d) Is equipped through 
generalized preparation to work in all fields of nursing. 
(e) Is prepared to give total nursing care, which includes 
social, physical, mental and emotional aspects. The nurse 
is to be trained: (a) As a nurse member of the health 
team, to analyse the nursing needs—physical, mental, 
emotional and social—of individuals, both sick and well, 
and to plan the nursing care necessary to meet their needs. 
(b) To carry out nursing technique skilfully herself. (c) 
To teach and supervise auxiliary workers, patients’ 
families and community groups, appropriate nursing and 
health care. (d@) For administration in selected situations 
on the wards and in the community programmes. (¢) To 
participate in community -programmes and _ nursing 
organizations. In Victoria, according to the Nurses Act, 
a number of ninety-one lecture hours is required during 
the three years of a nurse’s training; many schools give 
more than this number. Overseas, the International Council 
of Nurses considers that about twelve hundred hours are 
required. Matron Burbage remarks that it may be that 
in Victoria nurses are doing better in the wards where 
they spend most of their time. She describes the ideal 
picture of work done in hospital wards and she adds that 





1Una: Nursing Journal, May, 1954. 
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changes which have occurred in ward work in the fast few 
years have produced an entirely different picture. She 
writes: “Some of us are watching with acute apprehension 
because these threaten the safety of the patient and the 
training of the nurses to an extent which is becoming 
dangerous to both. Our anxieties have been confirmed by 
the results of a survey in England.” To Matron Burbage it 
is an interesting and amazing fact that the public would 
be terrified to let a man learning to drive take a bus full 
of passengers for a run, and yet gladly accepts what is 
virtually a schoolgirl dressed in a uniform while she 
learns her work, and allows her to take care of sick people, 
often alone. This is the faith of a public in a nurse’s 
uniform! Basic nursing care, we are told, is left primarily 
in the hands of the most junior nurses—five and a half 
hours of the nine hours are spent in this way. A survey 
shows that the trained nurse, on an average, spends four 
and a half hours in ward organization and four and a 
half hours in nursing duties. In nursing duties, she has 
to accompany a doctor on his rounds and make contact 
with patients and visitors and spend time serving meals. 
The most disturbing aspect of the survey to Matron 
Burbage is the fact that in four and a half hours of 
organization, though the sister spends fifty minutes giving 
instructions to staff for the day, she spends five minutes 
a day teaching nurses. This means that the basic nursing 
is done by junior nurses who have been taught first, but 
who are almost entirely unsupervised in the practice of 
their teaching. 


Matron Burbage concludes that there is great need for 
some organization or for a person with the well-being of 
the health of the community at heart to provide financial 
help for the research needed to delineate the Australian 
situation so that a nursing and health programme can be 
planned. What is needed is to decide what a nurse will 
be required to do when she is trained and then to educate 
her for that. At the present time, the trained nurse in 
hospital spends only 16% of her time on nursing and the 
remainder on administration for which she has not been 
trained. It would be useful if someone could be found to 
make a survey of the Australian situation in regard to the 
actual training of nurses carried out in hospitals. This 
should be possible by means of a questionnaire, and it 
could be done if hospital authorities would agree to 
cooperate. : 





Current Comment. 





ADRENALECTOMY IN RELATION TO ADRENAL 
TUMOURS. 





ADRENALECTOMY, especially for the removal of adrenal 
tumours, requires of the surgeon much more than mere 
technical skill in excision. The complex matters involved 
have been dealt with by an acknowledged master of the 
subject in a recent review by G. F. Cahill’ of the various 
neoplasms of the adrenal gland. He includes a short 
description of the origins, symptoms and associated opera- 
tion problems and discusses the hormonal problems 
involved in removal of these neoplasms. He states that 
stromal tumours of the adrenal are extremely rare. Medul- 
lary cell tumours are derived from the ectodermal sympa- 
thetic system and are of three types: (a) sympathio- 


blastoma, from the embryonic sympathetic nerve cell; (b) 
neurocytoma (ganglioneuroma), from the sympathetic 
ganglion cell; (c) pheochromocytoma, from the pho- 
chromocyte, a hormonal cell. Cortical cell tumours from 
the mesodermal glandular cells of the cortex may be 
adenomata or carcinomata, and may be non-hormonal or 
hormonal. 

Sympathioblastoma, the most frequently occurring neo- 
plasm of the medulla, is extremely malignant and occurs 
more frequently in infancy and childhood than later. The 
primary tumour is scarcely ever noticed; metastases being 
the first clinical manifestation. Diagnosis may involve a 
major hazard; handling of an adrenal mass is precarious 
to the patient and should be avoided completely, and the 
extreme blood vessel expansion of these tumours makes 
even perirenal gas insufflation dangerous. If removal is 
to be attempted in cases diagnosed early, excretion uro- 
grams are the most useful adjunct to early and safe 
diagnosis; they show a normally secreting kidney displaced’ 
downwards by the mass above, in contrast to the definite 
deformity of the calyces and renal pelvis in Wilms tumour. 
Likewise the surgical approach must allow wide, free and 
very easy removal with hardly any handling of these 
dangerous tumours. A wide transverse transperitoneal 
approach across the upper part of the abdomen is the 
method of choice, with early ligation of all vessels to and 
from the tumour. When, as is usual, metastases are 
present, irradiation has produced recession of the metas- 
tases; but as they recede, the tumour appears elsewhere. 
There are few carcipomata with a graver prognosis. 


Neurocytomata are more rarely seen, and occur in a 
later age group. They are relatively benign, and occur 
in any of the sympathetic ganglia as well as the adrenal. 
They are well encapsulated, not very vascular and easily 
removed. Prognosis is good if removal is complete. 


Pheochromocytomata are not frequent in occurrence, but 
are at present of unusual interest because of the newer 
steps in diagnosis and therapy. About 80% of all tumours 
of this type occur in the adrenal, the rest being mostly in 
the abdominal sympathetic ganglia. In about one-sixth 
of the cases the tumours are multiple. In less than 10% 
they are malignant. The clinical features of pheochromo- 
cytoma were referred to in these columns recently’ and 
exemplified in two interesting and comprehensive case 
reports from Tasmania published in the same issue of 
the journal. It is not necessary therefore for us to follow 
Cahill as he covers this ground again in detail. Treat- 
ment is by surgical removal of the tumour or tumours, 
an operation which calls for the maximum of knowledge, 
experience and skill from both surgeon and anesthetist. 


Non-hormonal cortical tumours occur not infrequently. 
Cahill states that these are found in both sexes, more often 
in the fourth or fifth decades, and are silent in their early 
growth. They may even grow to a large size before being 
recognized. Pulmonary metastases occur, but some of 
these tumours become very large without metastasizing. 
With increasing size of the tumour, a mass is found on 
the affected side. The deep location of the adrenal gland, 
the slow growth of the tumour and its slowness of invasion 
of surrounding viscera often allow the tumour to become 
extremely large before discovery. Most of these tumours, 
though well encapsulated, are malignant. Because of the 
usually very large size it is often advisable to use a large 
incision, with a transthoracic approach through the tenth 
rib and then the diaphragm and extension of the incision 
as far down into the abdominal wall as is necessary. 
Because of their encapsulation these tumours are readily 
separated from the other fascial planes, after the vascular 
tree is ligated. Recovery of the patient after removal of 
the tumour is the rule, and freedom from metastases or 
recurrence is often obtained, since quite often secondary 
growths are not present at the time when the operation 
is undertaken. 


Hormonal cortical tumours with symptoms of virilism 
occur mostly in younger patients. They occur even in 
children, but at this age are less common than bilateral 
adrenal hypertrophy. The incidence is greater in girls 





1J. Urol, February, 1954. 


1M. J. AUSTRALIA, June 26, 1954. 
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than .in boys (four to one). Accompanying the usual 
virilistic changes in either sex is elevation of the 17- 
ketosteroid output in the urine; the amount of output 
varies with the duration of symptoms and size of the 
tumour. Cortisone is used to differentiate between bilateral 
hypertrophy and unilateral tumour; with the former it 
causes reduction of the 17-ketosteroid output, but this is 
not so when a neoplasm is present. There is usually no 
other deviation from the normal metabolism in relation to 
sugar, sodium or potassium levels, or to the corticoids. 
Once the symptoms and assays have shown the presence 
of an independent adrenal androgenic excretion, a tumour 
can most successfully be located by perirenal gas insuffla- 
tion. In these cases, the fascial planes allow the gas to 
infiltrate easily and to outline the adrenal and a contained 
tumour. In practically all cases with androgenic symptoms 
only, and no other metabolic changes, the condition is due 
to benign adenoma, and cure is almost certain by operative 
removal. The latter is not accompanied by any risk of 
hormonal effects, and there is no depression of the opposite 
adrenal. Although the menses are resumed and hirsutism 
disappears, none of Cahill’s patients in this group have 
subsequently become pregnant. 


Subjects of tumours with excess corticoids show the 
Cushing syndrome, but tumour is less often a cause than 
bilateral hypertrophy. The tumours occur most often in 
adult females. There is rapidly developing, painful trunk 
obesity, with rounded “moon-face”, skin strie and metabolic 
changes due to excess elaboration of corticoids. The 
corticoids may be identified in the urine, while the 17- 
ketosteroids are reduced in amount. Bijateral perirenal 
gas insufflation usually will determine the difference 
between bilateral hypertrophy and tumours. Angiograms 
are not so helpful. Failing definite localization of a 
tumour, it may be necessary to make a bilateral explora- 
tion. In contrast to the surgical management in the case 
of androgenital syndrome tumour, operative correction of 
an adrenal tumour associated with the corticoid syndrome 
involves a serious risk to the patient. Post-operative 
reaction is severe, and will be fatal unless steps are taken 
to meet the expected Addisonian crisis. The excess 
corticoids produced by the tumour depress the activity 
of the opposite adrenal; so substitution therapy must be 
given before, during and after operative removal of the 
tumour, and should be continued until the opposite gland 
resumes function. This takes from one to six weeks. The 
therapy consists of administration of cortisone and ACTH 
for two days before operation, then cortisone, ACTH, 
POCA and salt during operation and for two days after- 
wards. The dosage of DOCA and cortisone is then lowered, 
and if no evidence of adrenal failure is present, only 
ACTH and saline are administered. The underlying idea 
is to use substitution hormones through the dangerous 
period, the depressed contralateral adrenal being at the 
same time stimulated with ACTH. These patients are 
“poor risks’ for infection and stress. Most of the tumours 
are benign and not large, and are enucleated without great 
difficulty. Often they may be resected from normal- 
appearing adrenal tissue. If there is successful recovery 
from adrenalectomy, recession of the symptoms occurs 
rapidly. 

Mixed syndrome tumours sometimes occur in all age 
groups in which the symptoms of Cushing’s disease are 
mixed with those of virilism, but are met with more fre- 
quently in the female. Most cases have been due to rapidly 
growing carcinoma of the cortex. Operative procedures 
require the same preparation as for tumours associated 
with the corticoid syndrome. The incidence of malignant 
change is high, and metastases are common. 





ABRAHAM LINCOLN: MEDICAL ASPECTS OF HIS 
ASSASSINATION. 





In recent years, more and more attentioh has been paid 
by medical men with a flair for historical research to 
medical considerations affecting the lives or deaths of 
great men of past-centuries. The latest essay in this 


direction to come to our notice concerns the assassination 
of Abraham Lincoln, the sixteenth president of the United 
States of America, and is presented by Hugh R. Gilmore, 
junior, Curator of the Medical Museum at the Armed 
Forces Institute of Pathology, Washington, D.C.* Lincoln 
was shot on the evening of April 14, 1865 (six days after 
Lee had surrendered to General Grant) at Ford’s Theatre, 
Washington, where with Mrs. Lincoln and two friends he 
was celebrating the victory of the North over the South. 
The assassin was John Wilkes Booth, who was the ring- 
leader of a plot to kill Lincoln and two others, General 
Grant and Vice-President Andrew Johnson. General and 
Mrs. Grant were to have been in the theatre party, but 
were obliged to leave the city beforehand; when the 
conspirators learned of the change, General Grant’s place 
as the proposed second victim was taken by the Secretary 
of State, William H. Seward. Gilmore gives a brief account 
of the family history of Booth, which shows him to have 
been nurtured in a tradition of rebellion against authority. 
His father, an outstanding actor,.a man of unstable 
temperament and a heavy drinker, was named Junius 
Brutus, after one of the assassins of Julius Cesar. “On 
one occasion, he was narrowly prevented from stabbing an 
acquaintance merely because he felt he had to cut some- 
one’s throat.” In 1864 John Wilkes Booth had organized 
an unsuccessful attempt to kidnap the President. He was 
twenty-seven years old in 1865, a Southern sympathizer, a 
moderately successful actor and a plotter. The other 
conspirators were Lewis Paine, George A. Atzerodt and 
David E. Herold. Paine was allotted the task of killing 
Seward. He made a most determined attempt; but Seward 
was in bed with a fractured jaw, and his life was saved by 
the iron brace used to support it. Atzerodt was to assas- 
sinate Johnson, but his courage failed, and he made no 
attempt to do so. 


Booth made careful preparations for his attack on the 
President. He had bored a hole in one of the two doors of 
the box which the party was to occupy, and between 10 
and 10.30 p.m., watching through this peephole, he chose 
a suitable moment, entered the box, and shot Lincoln in 
the back of the head with a Derringer pistol (a weapon 
about six inches long), which fired a ball half an inch 
long. The bullet entered the head about an inch to the 
left of the mid-line, at a level which tore the left lateral 
(transverse) sinus. The President died at 7.20 am. An 
autopsy was performed, but the course of the bullet is still 
in doubt, and there has been much discussion as to how 
it could have entered the left side of the victim’s head. 
The two army doctors who performed the autopsy 
(Assistant Surgeon J. J. Woodward and Assistant Surgeon 
Edward Curtis) state that the bullet lodged in the left 
side of the brain. But at least two other doctors who 
witnessed the autopsy reported that the bullet had crossed 
the mid-line and lodged in the right cerebral hemisphere. 
Inconsistencies appear also in observations on pupillary 
changes; Dr. Charles A. Leale, who attended Lincoln, 
stated that the pupil of the left eye was slightly dilated, 
that of the left eye was contracted, and both failed to 
respond to light; Dr. Charles S. Taft, who was one of the 
first doctors to reach Lincoln and remained with him until 
his death, stated that the left pupil was much contracted 
and the right widely dilated, and both were completely 
unresponsive to light. The autopsy also revealed com- 
minuted fractures of the two orbital plates; the bullet 
stopped short of the frontal portion of the skull, so the 
fractures must have been due to an indirect force. Some 
authorities hold that they were examples of fractures by 
contre coup; another opinion is that they were due to a 
“transmitted undulatory stroke or sudden impulse of the 
brain substance itself against the thin bony layers con- 
stituting the orbital plates”. Gilmore sums up the position 
by the statement that “the problem of the fractured orbital 
plates is the problem of skull fractures arising at a point 
distant to the point of impact, or as Hippocrates expressed 
it, ‘The bone is broken in another part of the head than 
that in which the man received the injury’”. He invites 
readers to decide for themselves, but himself inclines to 
the contre coup theory. 


1Proc. Roy. Soc. Med., February, 1954. 
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Three doctors rushed to the President’s aid after the 
shooting—Dr. Leale and Dr. Taft, and later Dr. Albert 
F. A. King. The wound was located and artificial respira- 
tion was applied, since the patient was pulseless and hardly 
breathing. He responded a little, and about fifteen minutes 
after the shooting he was carried to a house across the 
street; it was thought that he would not survive the 
journey to the White House. He swallowed a little brandy, 
but later attempts to give it to him failed. Sinapisms 
were applied, and he was kept warm with blankets and 
hot-water bottles. Gilmore quotes the following extract 
from Dr. Taft’s notes: 


The left upper eyelid was swollen and dark from 
effused blood; this was observed a few minutes after 
his removal from the theatre. About thirty minutes 
after he was placed upon the bed, discoloration from 
effusion began in the internal canthus of the right 
eye, which became rapidly discolored and swollen with 
great protrusion of the eye. ... The only surgical aid 
that could be rendered consisted in maintaining the 
head in such a position as to facilitate the discharge 
of the wound, and in keeping the orifice free from 
coagulum. . .. While the wound was discharging 
freely, the respiration was easy; but the moment the 
discharge was arrested from any eause, it became at 
once labored. It was also. remarkable to observe the 
great difference in the character of the pulse when- 
ever the orifice of the wound was free from coagulum 
and discharged freely; thus relieving, in a measure, 
the compression. This fact will account for the 
fluctuations in the pulse... 


About 2.00 a.m. an ordinary silver probe was intro- 
duced into the wound by the Surgeon-General. It 
met an obstruction about three inches from the 
external orifice which was decided to be the plug of 
bone driven in from the skull and lodged in the 
track of the ball. The probe passed by this obstruc- 
tion, but was too short to follow the track the whole 
length. A long Nélaton probe was then procured and 
passed into the track of the wound for a distance of 
two inches beyond the plug of bone, when the ball 
was distinctly felt; passing beyond this, the frag- 
ments of the orbital plate of the left orbit were felt. 
The ball made no mark on the porcelain tip and was 
afterwards found to be of exceedingly hard lead. 


Some difference of opinion existed as to the exact 
position of the ball, but the autopsy confirmed the 
correctness of the diagnosis upon -first exploration. 


(Gilmore points out that Taft’s account states that the ball 
was on the right side.) It is unlikely that modern treat- 
ment could have saved the President’s life; the attending 
doctors appear to have done all that was possible. The 


passing of an unsterilized probe would be regarded with . 


disfavour nowadays, and what is even worse, Taft appears 
to have used a finger. 


To complete the story, we have an account of what 
happened to the assassin. After the shooting, Booth leaped 
from the box to the stage and shouted: “Sic semper 
tyrannis!” In his leap he broke the lower end of his left 
fibula. He hobbled to the stage door, fighting off attempts 
to stop him, and rode off on a horse which awaited him. 
His subsequent adventures do not concern us here until 
we come to his capture and death. There is some doubt 
as to whether he shot himself or was shot by Sergeant 
Boston Corbett. Booth and Herold were captured in a 
barn, and as the former refused to surrender, the barn 
was set on fire and Corbett fired at him as he attempted 
to escape. Booth lived for about two hours; his death 
took place on April 26. The damaged vertebra and spinal 
cord were removed at the autopsy, and are now in the 
Medical Museum of the Armed Forces Institute of Path- 
ology in Washington. Herold, Atzerodt and Paine were 
later tried and executed by hanging. Gilmore states that 
Booth had regarded himself as the avenger of the South, 
but that he had eliminated “the most magnanimous, the 
most forgiving spirit of our times—the one man who might 
have helped the South”. There is no need to enter upon 
a character study of Abraham Lincoln; but we may profit- 








ably recall a famous passage from his speech at his second 
inauguration, which took place only a few weeks before 
his death: 


With malice toward none; with charity for all; 
with firmness in the right, as God gives us to see the 
right, let us strive on to finish the work we are in; to 
bind up the nation’s wounds; to care for him who 
shall have borne the battle, and for his widow, and 
his orphan—to do all which may achieve and cherish 
a just and lasting peace among ourselves, and with 
all nations. 


It is unnecessary to emphasize the relevance of these words 
at the present time; they are ageless. 





HYPERTENSIVE ENCEPHALOPATHY AND ITS 
RELATION TO THE MALIGNANT PHASE OF 
HYPERTENSION. 





In an editorial in The Lancet of June 12, 1954, recent 
work on the nature of hypertension was reviewed. Ove of 
the implications of the findings is that there are no 
grounds for regarding essential hypertension as a disease 
or as anything other than an arbitrary upper section of 
the normal range of pressures. Certainly life-expectancy 
decreases as the pressure rises; but the same is true for 
weight, and we, do not feel it necessary to postulate a 
disease of essential obesity. One man with a high blood 
pressure will succumb in middle age, while another will 
maintain a pressure of the same order until ripe old age. 
The state of the vascular system rather than the height 
of the blood pressure seems to be of importance. 


One of the conditions arising from hypertension is now 
called hypertensive encephalopathy. The syndrome pre- 
sents itself to the clinician in many different patterns, 
composed of generalized convulsions, local disturbances of 
cerebral function and symptoms of increased intracranial 
tension, either singly or in various combinations. The 
attacks are sudden in onset and brief in duration and may 
occur in any form of severe hypertension. A _ steep 
additional rise in blood pressure may herald an attack. 
F. B. Byrom’ has attempted to elucidate the mechanism of 
the production of this condition in a series of extremely 
fine experiments and outstanding logical deductions carried 
out at Saint Vincent’s Hospital, Sydney. Young adult rats 
were used, and the hypertension was induced by excising 
the right kidney and, two weeks later, applying to the 
left renal artery a clamp with a gap of 0-01 inch. This 
simple procedure regularly caused severe hypertension and 
had the important advantage that the hypertension could 
be abolished simply by removing the clip from the renal 
artery; for the clip protects the kidney against secondary 
hypertensive damage. 


Cerebral symptoms never occurred until the systolic 
blood pressure reached or exceeded a level of about 200 
millimetres of mercury. Some rats developed symptoms 
directly this level was reached; others, with pressures 
ranging from 200 to 250 millimetres, persisted for as long 
as nine months before cerebral symptoms appeared. . The 
parallel with man is obvious, and these rats were all 
presumably healthy to begin with. A steeply rising blood 
pressure often preceded the symptoms, as it does in man. 
Generalized epileptiform convulsions occurred in 34% of 
250 animals. In the intervals between convulsions some 
of the rats appeared normal, others dazed and hyper- 
excitable. In other animals (44%) the presenting symp- 
toms were weakness and apathy, deepening into coma. 
Other cerebral symptoms also occurred, together with 
vascular damage in other organs, cardiac failure and 
intraperitoneal hemorrhages. Death often occurred in 
six to forty-eight hours. Others had spontaneous remission 
of symptoms with relapses later. Local sympathectomy 
had no effect on the condition. Of the rats which recovered 
from the operation, removal of the clip from the renal 





1 Lancet, July 31. 1954. 
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artery, with the consequent fall of blood pressure, brought 
dramatic and complete removal of symptoms in all. The 
blood urea content of the rats was not above normal. The 
brains of rats with encephalopathy were examined; and 
while some lesions were found, such as focal arterial 
necroses, recent infarcts and hemorrhages, the symptoms 
which regularly disappear completely in a matter of hours 
when the hypertension is relieved, cannot be attributed 
to these structural lesions. Since gross edema of the 
human brain is sometimes found post mortem in associa- 
tion with encephalopathy, the water content of the freshly 
removed rat’s brain was determined. There was an 
increase in water content, slight at first but greater in 
the later stages, and this was confined to the cerebrum. 
In order to determine whether the edema was general or 
focal, the dye, trypan blue, was injected intravenously. 
This dye is unable to pass the blood-brain barrier. If 
the capillary endothelium is damaged, the dye readily 
escapes and stains the brain substance. When dye was 
injected intravenously into normal rats and rats with 
simple hypertension, there was no escape of dye; but in 
the rats with cerebral symptoms conspicuous rounded or 
rosette-shaped blue spots were visible on the surface of 
the cerebrum. In only a few of these blue areas was 
histological evidence of structural damage seen. The 
water content of the blue spots was considerably higher 
than that of control areas. There are then regularly 
present in the cerebral cortex, in cases of encephalopathy, 
multiple foci of increased capillary permeability, with 
attendant focal edema. 


The nature of the circulatory disturbance was then 
investigated. That arterial spasm is a necessary incident 
in the production of arterial necrosis has long been 
believed, and this implies that the peripheral vascular 
resistance should be further increased in tissues or organs 
which show the changes noted. It was found that the 
peripheral resistance in the brain was increased in 
encephalopathy. In order to obtain direct evidence of 
vascular changes in the cerebral cortex an ingenious series 
of experiments were performed. Small windows, at first 
of very thin “Perspex”, and later, and much better, 
moulded windows of transparent acrylic resin were set 
in the rat’s skull and direct photographs ‘obtained of the 
vessels with a 35-millimetre camera attached to a dis- 
secting microscope, by electronic flashlight. In this way 
it was possible to record the appearance of hundreds of 
cerebral vessels in the normal rat, in simple hypertension, 
in encephalopathy and, finally, after abolishing the hyper- 
tension. In simple hypertension the cerebral arteries 
remained normal in appearance or occasionally showed 
slight diffuse narrowing. In encephalopathy the changes 
were well marked and seen regularly. In the smaller 
cerebral arteries the typical change consisted of con- 
spicuous uniform narrowing, often intense enough to make 
the affected branch almost invisible. The change, though 
widespread, was usually patchy. In the larger arteries 
the changes were more localized.. Two weeks after 
abolition of the hypertension the arteries appeared to be 
normal. 


By a careful examination of his material Byrom con- 
cluded that other factors, such as strain due to cdema, 
could not be the cause of the vessel changes; only arterial 
spasm was left, and he holds that this is a direct response 
to the increased intraarterial pressure. This postulate 
finds sound physiological support in a paper by Bayliss, 
published fifty-two years ago, in which he showed that 
arterial muscle has an intrinsic tone which is governed 
largely bythe intraarterial tension. The normal artery 
contracts against a rising pressure and relaxes when the 
pressure falls. Bayliss demonstrated that the reaction was 
local and myogenic. Arteries in the intestinal wall were 
also shown by Byrom to exhibit intense local spasm in 
rats with encephalopathy. 


It seems fair to conclude that the results of direct 
observation lend strong support to the view that focal 
arterial spasm is at the root of hypertensive encephalo- 
pathy and arterial necrosis. The evidence adduced 
indicates that, in the hypertensive rat, encephalopathy and 
focal arterial necrosis, which form the essential lesion of 


malignant hypertension, are different expressions of a 
common local circulatory disturbance, which can be 
described in some detail and related to a simple physio- 
logical property of arterial and other plain muscle. If 
intraarterial tension is both a normal stimulus to con- 
traction and the direct cause of the spasm of encephalo- 
pathy and arterial necrosis, it is difficult to avoid -the 
inference that it must contribute directly and progressively 
to the vasoconstriction of the intervening hypertensive 
state. It may be that the initial vasoconstriction repre- 
sents the response of abnormally irritable arteries to the 
physical stimulus of a normal blood pressure. Although 
the symptoms displayed by the rat are almost exclusively 
cerebral, the underlying disturbance is more widespread. 
Focal arterial necrosis, with or without local cdema, is 
commonly found in the heart, pancreas, intestine and other 
organs, and focal spasm is regularly seen in the intestinal 
arteries. The arterial spasm can be promptly relieved by 
lowering the blood pressure. The relation of these findings 
to various clinical types of encephalopathy and cerebral 
edema is discussed in some detail by Byrom, and the 
suggestion is made that the different types are different 
expressions of this common morbid process. 





AND TYPES OF MOTOR-CAR 
ACCIDENTS. 


MEN, WOMEN 





An interesting sidelight appears in a recent bulletin 
(Bulletin Number 23 of 1954) issued by S. E. Solomon, 
the Government Statistician, Brisbane, on the subject of 
road traffic accidents in Queensland. A survey has been 
made of accidents involving only. motor-cars in 1952-1953 
from the point of view of whether the drivers were men 
or women. It was found that in collisions between cars, 
for every 10,000 men drivers 846 women drivers were 
involved as the parties not to blame. Similarly, in col- 
lisions with pedestrians which were considered to be due 
to pedestrian faults, the ratio of women to men drivers 
was 845 to 10,000. From this it may reasonably be con- 
cluded that women drove approximately 85 miles for 1000 
miles driven by men. On the other hand, the drivers held 
to be at fault in motor-car collisions included 92 women 
for every 1000 men. Similarly, drivers in accidents 
involving one motor-car only (for which the fault must 
therefore attach chiefly to the driver) were in the ratio 
of 94 women to every 1000 men. It appears, therefore, 
that the frequency with which women drivers were 
involved in accidents was a little greater than in propor- 
tion to the amount of driving performed by them. Their 
excess liability over that of men was in the vicinity of 
10%. 

If, therefore, we assume that the probability of being 
responsible for an accident was 100 for a male driver as 
compared with 110 for a female driver, an interesting 
comparison can be made of the types of faults for which 
drivers of each sex were responsible in 1952-1953. In the 
first group the following faults are listed: “following too 
closely, excessive speed, dazzled by headlights, swerving 
or stopping suddenly, defective steering’; the proportion 
of those involved was 21 men to 10 women. In the second 
group the list is as follows: “failing to give proper signals, 
reversing without care, inattentive, not giving right of 
way, inexperience”; here the proportion was 31 men to 
49 women. In the final group, which covers all other 
faults, the proportion was 48 men to 51 women. Thus, 
Mr. Solomon comments, in the first group of faults, which 
seem generally to have involved over-speedy or rash 
driving, men committed errors more than twice as often 
as women. In the second group, which includes most of 
the faults of careless and inattentive driving and was 
more important for both sexes, women were more 
prominent than men. The remaining faults were shared 
fairly evenly by men and women. These findings provoke 
interesting reflections, but everyone will not draw the 
same conclusions. Certainly, it would be a rash man (or 
woman) who generalized on the psychology of the sexes 
from a single statistical observation. 
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Abstracts from Mevical 
Literature. 





DERMATOLOGY. 





Topically Applied CEstrogen Cream 
and Acne Vulgaris. 


H. H. Sawicxy, J. L. DANTO anp 
W. S. Mappin (Arch. Dermat. & Syph., 
July, 1953) set out to evaluate further 
the clinical efficiency of topical applica- 
tions of cestrogen-containing creams in 
the treatment of acne vulgaris. On 
one side of the face approximately one 
gramme of cream base containing 2°5 
grammes of water-soluble conjugated 
estrogen substance (equine) was 
rubbed in once a day at bedtime. On 
the other side of the face the cestrogen- 
free cream base was applied in like 
manner. On arising next morning, the 
patient washed his face with ordinary 
soap, and no other treatment was given. 
The patient did not know which was 
the active and which was the control 
cream. Twenty-six patients (17 female, 
9 male) were followed for from two 
to sixteen weeks. The total amount 
of hormone applied on one side of the 
face ranged from 38 to 204 milli- 

es. The three patients who 
showed the greatest improvement on 
the side treated with the hormone were 
male patients with numerous large 
cystic lesions. Patients whose pre- 
dominant acne lesions were papules and 
pustules showed no discernible improve- 
ment. 


FEtiology of Nummular Eczema. 


L. P. Fowip ano J. W. Rice (Arch. 
Dermat. & Syph., July, 1953) state that 
nummular eczema occurs in sharply 
defined corn-sized vesicular plaques 
favouring the extensor surfaces of the 
extremities below the knees and the 
elbows. The authors’ study was based 
on 600 patients with an eruption on 
their hands; 178 patients with num- 
mular eczema were compared statistic- 
ally with those having other types of 
dermatitis. The authors consider that 
the causes of nummular eczema are 
multiple and that the clinical picture is 
dependent on the interaction of three 
setiological factors, which they conceive 
to be nutritional, allergic and infective. 
In the series of patients with nummular 
eczema, the female patients slightly 
outnumbered the male. Most of the 
patients were in the third decade of 
life. It is the authors’ belief that the 
plaques of nummular eczema represent 
islands of sensitized skin which mostly 
result from allergy to the endotoxins 
of the staphylococcus, sometimes to 
streptococci and less frequently to food 
proteins. The incidence of tonsil infec- 
tion was significantly high in patients 
with nummular eczema as compared 
with other groups. The authors relate 
the importance of foci of infections to 
the allergic component, and believe that 
in nummular eczema the foci release 
allergens which activate the plaques 
of sensitized skin. They found that the 
incidence of staphylococcus infections, 
such as styes, furuncles, circinate 
impetigo and osteomyelitis, was sig- 
nificantly higher with nummular 
eczema than with other eczematous 
diseases. The incidence of pathogenic 
forms of staphylococci is significantly 
high in plaques of nummular eczema. 
“Vioform”, which works well in the 
treatment of nummular eczema, has a 


well-known staphylococcicidal action. 
The use of tars reduces the number of 
colonies of pathogenic staphylococci in 
the eczematous plaques. The anti- 
biotics,. provided the staphylococci are 
sensitive to them, are good remedies 
for the control of the infective element. 
The eruption in many patients with 
nummular eczema clearly begins as 
dermatitis venenata or allergic contact 
dermatitis. Those patients whose num- 
mular eczema develops in the wake of 
@ compensable allergic eczematous 
contact-type dermatitis often cause 
embarrassment for the _ attending 
physician and the compensation 
adjuster. The course of the eczema 
may be prolonged beyond all reason 
when considered as an allergic eczema- 
tous contact-type dermatitis, and acute 
flare-ups may occur while the patient 
is at home away from all industrial 
contacts. Nummular eczema as a 
disease entity can be_ satisfactorily 
explained by the triad of etiological 
components: poor nutrition, bacterial 
allergy to the allergens of the staphy- 
lococci and bacterial invasion of the 
skin by the staphylococcus. 


Treatment of Pustular Psoriasis and 
Pustular Bacterid with Quinacrine. 
F. E. CorM1a AND M. H. Noun (Arch. 

Dermat. & Syph., September, 1953) 

state that three patients with pustular 


psoriasis occurring in conjunction with . 


psoriasis elsewhere on the body were 
treated with quinacrine hydrochloride. 
All the pustular lesions underwent 
involution within a three-weeks 
interval. One of the patients with 
pustular psoriasis had = extensive 
inveterate treatment-psoriasis, with 
lesions scattered over the body; these 
scattered lesions underwent 95% 
involution after three weeks of 
quinacrine therapy. Two patients with 
pustular bacterid were treated with 
quinacrine; all the pustular lesions 
disappeared within a _ three-weeks 
interval. The lesions of pustular 
psoriasis reappeared promptly in one 
patient after temporary interruption of 
therapy; the pustular lesions again 
disappeared after’ reinstitution of 
quinacrine therapy. 


Intractable Verruca Plantaris. 


H. L. Du Vries (J.A.M.A., July 25, 
1953) states that verruca plantaris and 
deep-seated calluses occur commonly 
under the metatarsal heads and often 
become a major disabling problem. 
Prevailing treatment often leaves a 
disabling residual scar. Formation of 
this type of newgrowth occurs most 
frequently under the middle three 
metatarsal heads. It is open to question 
whether many of these growths are 
verruce. The author sees many seed- 
like calluses under the plantar condyle 
surfaces of the metatarsal heads con- 
taining white conective tissue fibres of 
a reactive fibrosis. Such a callus is 
often diagnosed as verruca plantaris 
and treated by irradiation, escharotics, 
electrodesiccation or surgical excision. 
The mass of scar tissue resulting has 
been greater than the original ex- 
crescence with increased disability. 
The plantar surface of the head of 
each metatarsal has two condyle pro- 
jections. _ Those of the middle three 
metatarsals end in sharp points ex- 
tending proximally. The condyle on 
the fibular side is always the larger. 
The condyles during walking bear an 
added pivotal backward thrust for a 
short period each step. The thrust 


results in the condylar points gouging 
into the soft understructures. This 
occurs especially with depression of the 
anterior arch. The skin under such 
condyles accumulates horny cells as a 
protective measure. The author advises 
excision of the plantar condyles with 
intractable growths immediately under 
the head concerned. The operation is 
described. 


Chondrodermatitis Nodularis Chronica 
Helicis. 

V. D. Newcomer, C. G. STEFFEN, T. H. 
STERNBERG AND L. LICHTENSTEIN (Arch: 
Dermat. & Syph., September, 1953) 
survey 94 cases of chondrodermatitis 
nodularis chronica helicis. They state 
that the condition is manifested by a 
small painful nodule on the ear having 
a distinctive pathological picture. The 
helix is usually the site of involvement, 
but the condition can occur in the 
antihelix. The lesions are red and 
usually have a firmly attached centrally 
located crust, the removal of which 
reveals a small well-defined ulcer with 
an erythematous base. Episodes of 
inflammation and drainage of a 
purulent exudate from beneath the 
crust are often observed. The patient 
experiences intense pain at such times, 
particularly when he lies on _ the 
involved ear. The condition is more 
prevalent amongst males. Trauma of 
various types has been considered to 
be the primary etiological factor. 
Ebenius elicited a history of frostbite 
in half of a series of 26 cases. Many 
forms of treatment have been used 
including X-ray and radium therapy, 
application of carbon dioxide snow, 
application of trichloracetic acid, desic- 
cation, and curettage and excision. 
Clinical reports would indicate that 
wide excision including the involved 
portion of the cartilage gives the most 
satisfactory results. Occupation does 
not appear to play a part. The majority 
of patients were older persons. Recur- 
rence is not infrequent even after 
excision, being more common in the 
first year after excision. With procaine 
injections (2% solution given sub- 
cutaneously into and around the nodule 
daily for seven days) seven patients 
were temporarily cured. Local applica- 
tion of bacitracin ointment, as sug- 
gested by Nelson, was also tried in 
eight cases; three patients experienced 
subjective improvement. The authors 
studied biopsy specimens, and these 
indicated that the painful nodule on the 
helix represents essentially a vascu- 
larized organizing inflammatory focus 
within the cutis. The skin, being 
relatively thin at this site and tautly 
stretched over the cartilage of the ear, 
is vulnerable to minor trauma, particu- 
larly when senile changes are present. 
The inflammatory nodule, once estab- 
lished, commonly extends to the peri- 
chondrium, but the auricular cartilage 
itself shows only degenerative changes 
incidental to aging. The best results 
from treatment were in cases in which 
the nodules were injected locally with 
0:5 to 1:0 millilitre of a solution con- 
taining 2% procaine solution and a 
1:1000 solution of histamine sulphate. 


Unusual Forms of Solar Dermatitis. 


R. J. Morcan, P. O. SHACKELFORD AND 
J. H. Lams (Arch. Dermat. & Syph., 
April, 1953) adopt the following clas- 
sification of solar dermatitis based on 
types: (i) plaque-like type, (ii) contact 
eczematous type, (iii) papular-like and 
prurigo-like types, (iv) erythematous 
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type—erythema solare perstans. They 
report a series of patients. The first 
had vesiculo-bullous and prurigo-like 
lesions with scarring of a peculiar 
yellowish-brown colour and a leathery 
texture. He did not have porphyria, 
but had cirrhosis of the liver. The 
authors state that the lesions of the 
second and third patients are not 
readily placed in the classifications 
listed. They probably should be 
described as pseudocolloid milium or 
verrucose solar dermatitis. So far as 
the skin is concerned, the activity of 
steroids in maintaining the connective 
tissue and ground substance is of great 
importance. When androgen activity 
is depressed, the production of melanin 
is depressed. With low levels of 
androgens in the skin, incomplete 
enzymal reactions in the tyrosine-to- 
melanin system may result in the 
formation of intermediate products and 
not mature (black) melanin. Because 
of the lack of black melanin in the 
basal -cells of the epidermis, strong 
sunlight is not filtered from the corium. 
Thus the dermal vessels and the col- 
lagen are subjected to abnormal 
amounts of actinic radiation _ with 
resultant vesiculation, prurigo indura- 
tion and verrucoid and plaque-like 
eruptions of solar dermatitis. In the 
presence of deranged liver function, 
profound changes in steroid inactiva- 
tion may be anticipated. 


UROLOGY. 





Retroperitoneal Teratoma. 

R. CuurTe, S. E. LeaRD AND R. Oscoop 
(J. Urol., September, 1953) report a 
case of the rare malignant condition 
of retroperitoneal teratoma. They state 
that symptoms are the result of pres- 
sure on neighbouring structures by the 
growing neoplasm. Developed symp- 
toms are abdominal or back pain, often 
accompanied by symptoms of partial 
intestinal obstruction, and by deteriora- 
tion in the general condition. In most 
cases a mass is discovered on physical 
examination of the patient, although no 
mass was detected pre-operatively in 
the case reported. In this case, excre- 
tion urography was found of real value 
in the diagnosis. A cystic mass, some- 
what larger than a golf ball, lay behind 
and medial to the kidney, and therefore 
displaced it laterally and anteriorly. 
Pressure on the ureter and pelvis 
caused poor emptying from the kidney, 
which was seen to be hydronephrotic. 
It was found that the cystic mass was 
at the upper end of a firm, fixed mass 
resembling a_ large-sized cucumber; 
this ran down to the bifurcation of the 
aorta, which it covered. The mass was 
considered inoperable, so biopsy was 
taken, and this showed the mixed 
characters of a primary malignant 
teratoma. Deep X-ray therapy was 
Biven over the next two months, and 
the patient did well for four months; 
but recurrence followed, with death 
nine months after operation. 


Wilms Tumour in Children. 

R. A. GARRETT AND H. O. Mertz (J. 
Urol., November, 1953) report a series 
of 24 cases of Wilms tumour in 
children. They state that success in 
treatment is possible only with early 
diagnosis and rapid treatment. Nephrec- 
tomy should be carried out as early 
as possible, but it may be necessary to 
use irradiation pre-operatively in order 


to reduce the mass to operable size. 
Should the tumour remain large in 
spite of irradiation, the operation must 
be performed transperitoneally or 
transthoracically. These routes allow 
early pedicle ligation and afford access 
to abdominal metastases. Finally, 
routine post-operative irradiation at 
the nephrectomy site and to any metas- 
tatic area is highly valuable. In the 
series of cases under study, a two-year 
survival rate was realized in 42°9%. 


Hzemangioma of the Renal Pelvis. 


J. B. ANDERSON et alii (J.+Urol., 
December, 1953) state that renal 
hemangioma is a rare benign tumour. 
It normally occurs in patients under 
forty years of age. It may occur with 
or without pain. The bleeding which 
usually oecurs may be persistent or 
intermittent, slight or profuse, and may 
be present for from a few days to as 
long as thirty-six years. Diagnosis is 
only rarely possible before the kidney 
is removed. The pyelographic changes 
may be slight or even absent, or they 
may simulate various other diseases. 
The disease is unilateral, and the 
lesion may vary in size from a pin- 
point to a mass occupying one-third 
of the renal mass. The lesion is con- 
sidered a true neoplasm rather than 
just a dilatation of existing blood 
vessels. Attempts to diagnose the 
cause of unilateral renal bleeding 
observed cystoscopically must be made 
by repeated retrograde pyelography. 
Although only 70 cases of renal 
hemangioma have been reported, it is 
likely that this disease is more com- 
mon than this total indicates. Since 
the disease is unilateral, nephrectomy 
has been the common treatment. 


Vesical Neck Contracture in 
Children. 


H. A. GAILEy AND J. W. Best (J. Urol., 
December, 1953) state that in recent 
years doubt has been cast on congenital 
valves as the cause of obstruction in 
the posterior urethral and bladder-neck 
regions, and their own small experience 
is that the lesion is usually a con- 
tracture of the region of the internal 
meatus. They give details of two 
recent cases in which the internal 
meatus was found to be sclerotic and 
tightly stenosed. Infection and back- 
pressure effects on the upper part of 
the urinary tract were treated with 
an indwelling catheter and administra- 
tion of antibiotics, and then the disease 
was treated by transvesical (supra- 
pubic) approach with dilatation of the 
internal meatus and excision of fibroid 
tissue. Cystostomy drainage was main- 
tained for ten days after each opera- 
tion. Although in many recent reports 
the perurethral (endoscopic) approach 
is advised, the authors prefer the open, 
transvesical method, and the results so 
far have been gratifying. 


Cystoscopic Manipulation of Ureteric 
Calculi. 

J. H. Iwano and R. C. Bunts (J. 
Urol., November, 1953) give the detailed 
histories of nine cases in which com- 
plications, more or less serious, arose 
from the attempt to remove calculi 
from the ureter by “stone baskets” and 
other such mechanical appliances. They 
consider that such complications occur 
all too freqtently and state that gentle- 
ness is an absolute requisite in manipu- 
latory treatment of ureteric calculi. All 
instruments should be routinely checked 


just before use in case a filiform guide 
or tip becomes detached and left in 
the ureter, as is described in one case. 
“Stone baskets” should not be used for 
calculi in the upper half of the ureter, 
or if the calculi have a greater diameter 
than 0°5 centimetre. In most cases it 
is wise to leave a ureteric catheter in 
place for twenty-four to forty-eight 
hours after any special instrumental 
manipulation, and antibiotics should be 
given before and after manipulation. 
Some of the complications were so 
severe (for example, rupture of the 
ureter) that the intended conservative 
procedure became a formidable radical 
one. 


Vesical Carcinoma. 

J. J. Corponnigr (J. Urol., February, 
1954) states that the most controversial 
subject in urology in recent years has 
been the role of total cystectomy 
with uretero-colonic anastomosis for 
carcinoma of the urinary bladder. 
When such authors as Colby and 
Jewett condemn the procedure as 
almost valueless, it seems that the 
relevant data should be studied, so that 
the true place of this radical procedure 
can be evaluated. One of the reasons 
for poor results is that most urologists 
reserve this procedure for advanced and 
very malignant types of carcinoma. 
With the advent of improved methods 
of uretero-sigmoid anastomosis and 
modern chemotherapeutic agents, cys- 
tectomy can be recommended at an 
earlier stage, with consequent reduc- 
tion in the morbidity and mortality of 
the procedure. Some of the problems 
to be overcome in evaluating types of 
tumours and deciding on types of opera- 
tion or management are: (i) muiti- 
centric foci of epithelial change 
throughout the vesical mucosa, (ii) 
varying degrees of malignant change in 
different parts of the same tumour, 
and (iii) changes in the degree of 
malignant change of bladder carcinoma 
under continuous observation. All 
grade 1 lesions (mucosal only) are 
amenable to endoscopic resection or to 
electrocoagulation. In grade 3 lesions 
(penetration to more than half-way 
through the muscle) and in grade 4 
lesions (right through the bladder wall) 
the outlook is hopeless. It is in the 
large group of grade 2 lesions (pene- 
tration of the muscle to less than half 
its thickness) that the greatest oppor- 
tunity for advancement lies. When 
such lesions exist, early cystectomy 
should be advised, and accepted by the 
patient, as the only hope for cure. The 
author has reported a series of 69 cases. 
At the end of one year, six patients 
having been operated upon, all were 
alive. In the one to two years group, 
five were alive and three dead. In the 
two to three years group, seven were 
alive and six dead. In the three to 
four years group, seven were alive and 
ten dead. In the four to five years 
group, ten were alive and fifteen dead. 
The average survival figures were as 
follows: grade 2 growths, ten patients, 
average survival seventeen months; 
grade 3 growths, seven patients, five 
months; grade 4 growths, nine patients, 
nine months. The figures concern 
grading by type of cell. Survival 
average time in groups based on degree 
of invasion of the bladder wall were: 
(i) mucosal and _ superficial muscle 
penetration, six patients, thirteen 
months; (ii) deep muscle penetration, 
five patients, five months; (iii) right 
through vesical wall, three patients, 
eight months. 
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On Che Periphery. 


AN ACCOUNT OF STATE OF HEALTH AND 
PROBLEMS OF MEDICAL INTEREST IN 


A GOVERNMENT STATION has been organized at Tapini in 
the centre of Goilala, Papua, for but a few years. Previously 
the only contact with Europeans had been with patrols which 
moved quickly through the area, being on numerous 
occasions forced to retreat before hordes of inimical savages. 

« Many of these early expeditions were undertaken as punitive 
patrols following reports of raidings and murders in inter- 
village warfare. Missions have been working in Goilala 
from scattered stations for some thirty years; their main 
intent has been the establishment of buildings and com- 
munications. Thus it will be appreciated that the indigenous 
people have had very little contact with Europeans. 
World War II a more intensive effort has been made to 
maintain a permanent government station with district 
services and medical service. However, in 1952 patrol 
through the area still reveals the persistence of what is 
essentially a community at a primitive stage of evolution. 
This may be correlated with the nature of the country. 


Goilala is delimited approximately by longitude 146° 37’ 
to 147° 80’ east and latitude 8° 00’ to 8° 46’ south. The 
estimated area is said to be 3000 square miles. The district 
consists of some eight very deep, narrow river valleys, of 
which Tepala, Kunimaipa, Ivani, Ibala, St. Joseph and Dilava 
are the most important. Separating these rivers and 
following their intricately tortuous courses are mountain 
ranges rising, on an average, to between 5000 and 7000 feet. 
Alluvial flats are completely non-existent, as streams rush 
swiftly down precipitous courses between almost vertical 
banks up to 150 feet in height. Above the bed of the river 
the mountains rise acutely to very sharp summits, often no 
more than a few feet in transverse extent. Jagged outlines 
not yet weathered to less abrupt inclines give a general 


The rainfall approaches 100 inches annually, and rain 
falls mainly in December, January, February and March. 
Since all the villages are above 4000 feet, the climate cannot 
be regarded as tropical in the generally accepted sense of 
the word. The summer is equable. The nights are cool to 
cold. Rain falls in the afternoon and evening; the mornings 


Tapini is built on a small ledge some 50 acres in extent, 
at an altitude of 3250 feet, 1500 feet above the course of the 
Ibala river. Here is the base hospital for medical service 
in Goilala. Hospital and wards are constructed of native 
materials—thatched grass roofs, rough-hewn floors and walls 
of most unsubstantial water-proofed paper. 
impossible to keep pace with natural decay and the ey 


materials is a practical impossibility. However, owing to 
the persistence and personal effort of the medical officer 
during 1951, a new hospital building is well under construc- 
tion. This will consist of an operating theatre, surgery, office, 
dressing room and bulk store. It is hoped to procure more 
equipment when the new hospital is completed. 


Surgical instruments are at a minimum. Many have been 
added from the personal equipment of the medical officer. 
The operating theatre is small, with an operating table of 
the portable army type, an pow pon oon table and cabinets. 
must be left open 
during the day to allow light ‘suMficient for working. On 
dull days lighting is deplorably weak. After a few days’ 
fine weather, the grass-thatched roofs leak abundantly into 
the operating theatre when rain falls, On dry days dust 
from the work of borers settles to the theatre floor. 

of similar structure to the present 
hospital—rough hammocks have been made of sewn bags. 
Patients prefer to sleep on the floor crowded about amoking 
fires, to which they are accustomed in their 
to three blankets are issued to each patient on asival 8 at 
the hospital. In the future new wards will be built and 

















































It is impossible to realize the infinite difficulty of building 
permanent structures without seeing how materials have 
to be acquired. Added to difficulties experienced all over 
the world by contractors—shortages and increased costs— 
there is here the difficulty of transport. A light aircraft of 
which the maximum load is 1400 pounds visits Tapini. 
The aerodrome is precarious; it is on a steep incline and 
abuts almost on a cliff 1500 feet high. It is impossible to 
bring timber to the station by air. All building framework 
is hand-sawn by native pit-sawyers from locally grown 
pine. Preparation of timber of the exact dimensions 
required necessitates patience and much labour. 


Medical Staff. 


The staff consists of one European medical officer, two 
senior native medical boys who speak English and two 
native medical orderlies who speak only Motu; the last- 
mentioned are of use only for mechanical dressings. <A 
population of 26,000 people is being given a medical service 
by one doctor, who is expected to control an area of 3000 
square miles and almost 100 miles across. At intervals, for 
short periods, a European medical assistant is stationed here, 
and during these times medical patrols can be executed. In 
the absence of the European medical assistant, the medical 
officer must make forced patrols to investigate reports of 
epidemic disease. 


Since a permanent government station has been estab- 
lished for only seventeen years, and that period has been 
interrupted by the dislocation due to the war, it is not 
surprising that there are few roads in this area of 3000 
square miles of rugged mountains and torrential rains. Such 
roads as have been built are one and a half fathoms wide 
and built at gradients not greater than one in seven. How- 
ever, landslides, rocky ledges and constant overgrowth with 
brush make —_ “roads” almost impassable save by walking 
in single file. part from these government-directed native- 
built roads, the Ruistrict is traversed by innumerable native 
paths, whose chief and only blessing is that they usually 
form the shortest route between the top of the mountain 
and the river-bed. Broken by unnumbered roots, often 
ascending almost vertically for hundreds of feet at a time— 
more like ladders with footholds of roots of trees, slippery 
traps for the unwary in wet weather—they are arduous 
climbing at all times. On these tracks it is everyday practice 
on patrol to climb 1200 feet per hour for three hours and 
then descend equally on the other side. All equipment must 
be carried on the backs of native carriers. Indeed; they 
exhibit remarkable. stamina in bearing all day loads of 30 
pounds each, while the European exerts himself to walk 
unhindered. Twenty to thirty carriers are employed to bear 
patrol equipment, food and medical supplies. 


Patrol. 


On routine patrol, it is customary to take antimalarial 
drugs, sulphonamides, penicillin, ‘“Salvarsan”, bismuth, 
sulphur, adrenaline, “Coramine”, dressing materials, anti- 
septic and a few minor surgical instruments. With the fore- 
going equipment it is possible to treat most illnesses in 
villages; more prolonged and detailed treatment is -under- 
taken after the dispatch of patients to hospital. This often 
means that a sick person must travel up to 70 miles—three 
days’ walking—before hospital is reached. Since they know 
little of the value of medicine, their reluctance to go to 
hospital is well understood. The patient is accompanied by 
the village policeman and adult friends. Fear of passing 
alone through enemy country is strong. Medical patrol 
gives ample opportunity to study the people in their own 
environment, largely uninfluenced by European thought or 
attempts at modification. 

The central theme of the organization of the life of the 
native is the procurement of adequate supplies of food. When 
it is considered that, by Australian standards, practically no 
conveniently arable land exists, the achievement of cultiva- 
tion is remarkable. The natural forest contributes but an 
insignificant moiety to the diet. All gardens must be cleared 
and planted on steep slopes. The soil no doubt is fertile. 
The considerable problem of water erosion is countered in 
a number of ingenious ways. A garden cleared and planted 
customarily bears fruit for one year only, and then a new 
site is chosen and planted. Thus no excessive drain is 
placed upon the natural fertility of the soil. After ten 
years, secondary growth of old gardens is cleared and they 
are planted again. This system of rotation of gardens is 
sty throughout the territory where abundant land is 
available. 


Most of the heavy timber-felling and burning of the 
larger trees is carried out by the village’s males. Several 
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hamlets or families combine their efforts in one garden. 
Fences to keep out wild and domestic pigs are strongly 
built of stakes of suitable size selected from the timber 
felled. Most of the trunks not burnt are distributed 
horizontally across the slope of the hill; many trees on 
steeper slopes are merely ringbarked. and left standing; 
these two practices limit soil erosion. ‘The men, having 
completed the foregoing work, take little part,in the sub- 
sequent cultivation of crops. 


The women and the older girls plant sweet potatoes, 
pumpkins, cucumbers, taro—a valuable root crop—yams, 
maize, tapioca, tomatoes, English potatoes, tobacco and 
bananas. Extensive digging of the whole garden is not 
practised. Seeds or roots of various plants are sown in 
holes dug by sticks. Seldom is there any lack of rainfall, 
and from the time of planting almost all crops grow with 
little attention. The women attend to any necessary weeding 
during the period of growth. In Goilala the above-mentioned 
crops mature in succession, so that with some overlapping 
on either side the village may be living on one type of 
product—for example, ~sweet potato—for several months, 
quite unrelieved by any ‘supplement. 


Food. 


Gardens provide the bulk of the food for all the natives. 
The diet is almost exclusively carbohydrate, as is seen from 
the crops planted. Seasonal supplements of pandanus and 
okari nuts supply rich sources of oils and to a certain 
extent vegetable protein. In some villages pumpkin leaves 
are used as green vegetables. Sugar-cane is grown in the 
warmer valleys. A few villages have orange trees planted 
by missions. Protein is a rarity; birds, opossums and pigs 
are its only sources. Pigs are kept by every family group, 
and indeed a man’s influence is estimated by the size of his 
herd of swine. However, the killing and eating of pigs are 
limited by very strong traditional bonds. Only at funeral or 
dance feasts are pigs slaughtered. Then the villagers, 
ravenously hungry for animal protein, eat hugely of the 
animals. Custom dictates that no man shall eat of the pig 
he himself has bred, His neighbour’s pig is killed for him, 
and in his turn the neighbour eats his friend’s pig. Unwritten 
laws fix the rules of equity of exchange. 


“Although this monotonous diet of carbohydrate is_ thus 
occasionally supplemented with protein, it might be con- 
jectured that amino acid and vitamin deficiency would be 
common. However, little evidence of malnutrition was 
observed among the natives directly examined in January, 
1952, except in one local incident, where the gardens had 
been exhausted by a dance. According to the “Report of 
New Guinea Nutrition Survey Expedition” (1947), made in 
five villages scattered through Papua and New Guinea, 
absolute deficiency was found rarely. The caloric intake 
(1600 Calories) was below the comparable figure (2570 
Calories) taken from a survey in Sydney (1944). Sufficient 
food was available to satisfy appetites in most villages, so 
it must be presumed that caloric intake is adequate. The 
average protein intake, from the above-mentioned report, 
was found to be low by European standards (New Guinea 
19 to 41 grammes per day, Sydney 93 grammes). In Goilala, 
as in the villages covered by the survey, custom allows 
adult males the greatest proportion of protein available, so 
that children in the years of growth suffer most severely 
from the low protein intake. The content of vegetable 
proteins of the various roots and leaves eaten has not been 
investigated. From this source natives may acquire a 
considerable proportion of protein requirements. The fat 
intake is low, animal fat and seasonal supplements of 
vegetable. fat from nuts being the only sources. As for 
vitamin and mineral intake, no accurate quantitative survey 
has been made in this district, nor was it possible on the 
patrol reported. Nevertheless, figures from the report of 
the Survey Expedition may be quoted as indicative of the 
probable intake (Table I). 


The high thiamin content prompted an analysis of the 
various foods, of which the following are examples: yam, 
0°94 milligramme per 1000 Calories; taro, 0-69 milligramme 
per 1000 Calories; banana, 0°35 milligramme per 1000 
Calories; white bread, 0-39 milligramme per 1000 Calories. 
No signs of vitamin D or thiamin deficiency were seen. 


Additional to the foregoing general remarks: about the 
diets of these people, it may be mentioned that two ‘cases 
of clinically diagnosed hepatic cirrhosis were observed. Both 
the subjects, one female and one male, had physical signs 
of “hepatic facies”, emaciation, enlarged, hard, knobbly 
liver, peripheral cedema and ascites. The female patient 
confirmed. the diagnosis with an observed hematemesis. 
Speculation may be raised as to the etiology of this cirrhosis. 





Cirrhosis following hepatitis and cirrhosis due to nutritional 
deficiency may be considered. In view of what seems an 
obvious protein and hence amino acid deficiency, the latter 
seems the more probable. Though this is merely an indica- 
tion, further investigation may divulge a greater incidence 
than is at present observed. 


Salt intake as sodium chloride (free) is almost nil. During 
the last twelve months these natives have not had any 
supplies of government salt. As a consequence a physio- 
logical adjustment in diet has been made. The consumption 
of water is very low. Many of the meals are completely 
without fluid: Pumpkin, taro, sweet potato and corn are all 
eaten baked dry in the ashes of the fire. Though it is 
conceded that combined water in food probably accounts 








TABLE I. 
Substance. Mountain Village. Sydney. 
Calcium ez 0-6 gramme per day. . | 0°8 gramme per day. 
Thiamin nt 0-7 milligramm 0-41 milligramm 1000 
: 1000 Calories : v3 Calories. ee 
Ascorbic acid 185-0 milligrammes _ per — 
1000 Calories. 











for much of the essential daily intake, the total is well below 
Huropean standards. A local source of mineral calcium 
derives from the habit of eating burnt lime with betel nut. 
Iodine deficiency—indirectly deduced from the endemicity 
of goitre—was very localized. 


Housing and Villages 


As has been stated previously, the people live in small 
hamlets, groups of from three to ten houses, which cannot 
be called villages when comparison is made with the larger 
coastal settlements, Hamlets are widely scattered—one 
hamlet to every major spur (lavava) that descends from 
mountain tops to river valleys. On subsidiary spurs close 
to the hamlet are gardens; in the surrounding bush the 
village pigs roam and feed. Houses are built on each side 
of a central cleared space. Most villages are fenced to keep 
out wild pigs. The huts average 15 feet by 12 feet in size; 
the height.varies. All are constructed of native materials, 
according to what is most-abundant locally. In a few areas 
huts are raised two feet above the ground so that pigs may 
live underneath. However, in the majority of hamlets the 
pigs are brought into the women’s house at night and there 
closeted off in small palisades of stakes driven into the 
earthen floors. 

There is always but a single entrance measuring two 
feet by one foot, and inside a ceiling on which food is 
stored. On either side of the central fireplace most houses 
have cane or wooden platforms some nine inches above 
ground. Very seldom do natives actually sleep on the 
ground in permanent huts. The fire burns all day and at 
night is stirred, and soon this almost completely closed 
shelter is filled with warm air and much smoke. Being 
born, living and dying close to these fires, for whose smoke 
there is no exit save by slow filtering through the interstices 
of the closely thatched roofs, the inhabitants suffer from 
chronic dry coughs, and it is said that pulmonary radio- 
graphy reveals greatly increased bronchial marking accord- 
ing to European standards. Food is cooked on the central 
hearth, and warmth from the fire is the only protection of 
these people from cold. Sudden exit from these warm, 
closed atmospheres to the rainy, windy and cold outside 


‘elements may have much connexion with the vulnerability 


of these people to pneumonic complications of influenza. 
Houses for males are always of higher standard than those 
for females. Femalos, young children and pigs live together 
crowded in very low-roofed houses, and often without the 
cane platforms built above the fire. 


Pigs are regarded in the light of valuable domestic pets. 
Two years ago- it was still a custom for women to suckle 
piglets to the exclusion of their own infants. In wet weather 
their wallowing close to the dwellings produces most 
unhygienic surroundings. Very little evidence is seen in 
any village of vegetable rubbish. The cleanliness of the 
villages varies greatly. In no case was there seen to be 
adequate disposal of feces at a sufficient distance from the 
village to eliminate the fly-breeding menace. Sanitary 
standards are primitive; personal washing is unknown. 
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Pattern of Disease. 


There follows later a statistical report of the pattern of 
disease. Hore it aay be timely £0 feoped tee Geet tread 
as seen both on patrol and also examination of 
admissions to the hospital. Absence of many diseases com- 
mon in European communities is real in part only. Diag- 
poutis methods and opportunities for examination have 

and still are at fault in many cases. When greater 
staff and material facilities are available a more detailed 
picture. will reveal many diseases at present absent from 
the pattern. It must be remembered thai the high incidence 
of malaria in the following summary of six months’ admis- 
sions to the hospital is drawn e-wod Seamer base, Bn cod 
Anopheles punctulatus punctulatus has been found b: 
in small, sunny, temporary pools within 200 yards of the map ord 
pital. The admissions to Tapini hospital from January, 1961, 
to June, 1951, were as follows: malaria, 36 patients; lympho- 
pathia venereum, 28; frambeesia, 24; tropical ulcer, 10; 
influenza, nine; trauma, seven; pneumonia, tinea, upper 
respiratory tract infections, impetigo contagiosa, scabies, 
gonorrhea, fractures and dysentery. 28. The ye gee 
of the medical officer that the ersemgee of malaria 

decreased ~in the current wet season be due to a 
factors: (a) the development of immunity. to plasmodia in 
a previously non-immune pupuleens 
malarial prophylaxis—the daily admi: ion of 200 milli- 
grammes of “Paludrine” or mepacrine. On medical patrol, 
as is recorded below, yaws, tinea and scabies form the 
commonest conditions seen. Small traumatic ulcers were 
very common, 


In one tocalized division of a group of hamlets, that of 
Muritai hamlet of Inaworena village on Tepala river, a 20% 
incidence of goitre was noted. Three cretinoid dwarfs were 
seen in this village. From inquiries made, swellings in the 
neck have been common for generations. In only one other 
village among 26,090 natives has goitre been found in sig- 
nificant numbers. It would seem advisable to. attempt 
removal of the village and administration of iodized salt. 


Epidemic Disease. 


During 1947 Goilala, as did almost: the whole territory, 
suffered considerable mortality from an infi 
with subsequent secondary bronchopneumonia. The effect 
is ‘reflected in the relatively few children in the one to five 
years age group in the population. ‘There are multiple small 
foci of bacillary dysentery with very low mortality rate 
scattered throughout the district. Bacillary dysentery in 
natives responds very quickly to sulphaguanadine with much 
smaller dosage than is given to Europeans. Granuloma 
venereum reaches minor epidemic proportions after dances, 
to which people gather from villages up to two to three 
days’ walk away. A dance ‘lasting two months provides 
ideal conditions for dissemination of granuloma. Gonorrhea 
is not prevalent, but cases with complications such as 
orchitis, epididymitis and peritonitis occur. 


Skin disease is very common. Yaws mainly in the primary 
stage increases in incidence during the wet season. The 
incidence of primary yaws falls most heavily, on young 
children and young adults. Gangosa was confined to adults. 
One case of tertiary bony yaws with pathological fracture 
and one with secondary papular eruption were encountered. 


The high incidence of tinea imbricata and tinea circinata 
is shown in the analysis of diseases below. Tinea imbricata 
appears as if it might be related more to a nutritional 
deficiency than to infectivity of a fungus. Many cases were 
encountered in which close contact within a family group 
was ascertained, yet one member was suffering from 
universal tinea imbricata and the contact was quite free. 
Babies and children of infected. mothers exhibited a clean 
skin. Scabies and secondary infection of lesions were 
relatively common. Superficial examination of the oral 
cavity, the mucous membrane and dentition gave the impres- 
sion that dental caries is far less common than is reported 
in Buropean communities. The. periodontal tissues were 
unhealthy... The latter contrast is said. to be related to an 
inverse ratio between acidogenic and. proteolytic enzyme 
systems. Low caries incidence is thus associated with a 
high level of periodontal disease. 


The physical build of ‘natives differs 
Europeans. Male adults seldom attain five feet six inches 
in height, and the average is at least three inches below 
that. The average weight of adult males is, at maximum, 
nine stone. Both males and females are solidly built, 





greatly from that of 


muscular development is good and obesity is completely 
absent. The rigorous nature of the country fosters the 
development of aoe thighs 
Although the 





(6) more efficient ° 





inability ‘to estimate age sccorately, 2 reir lf rd 
secutive blood pressure readings mercury 
manometer and revealed that in no no age agg ater does the 
average systolic blood pressure exceed 121 millimetres of 
mercury. Little elevation in blood pressure is observed with 
age. : 
Population: Trends. 


Census taking has been carried out only since 1951. 
According to the general impressions of missionaries who 
have been living for at least thirty —— continuously in 
the district, the population is decreasing in some villages, 
slowly increasing in others. _ENath is due mainly to disease 
introduced from coastal Malaria contracted by 
labourers on the coast is often t the cause of death on their 
return to high altitudes, where bronchopneumonia is com- 
mon in debilitated -natives.. Influenza and dysentery exact 
a steady toll. However, Professor Keesing, Professor of 
Anthropology at Stanford University, California, is quoted 
in the nutrition survey of 1947 as considering optimism for 
the future justified when more than:40% of the population 
is under the age of fifteen years, and the report goes on to 
refer to a Papuan “low of 26% Delta division” for the year 
1935. The similar figure calculated for Goilala was 35%. 
From births and deaths recorded in the last census there 
has been a decrease in population in the area of patrol. 


Infant Mortality and Child Welfare. 


Questioning the village people through police interpreters 
as yet forms an unsatisfactory means of unearthing the 
degree of maternal mortality, and infant 
mortality. In one village where a reliable source of informa- 
tion—to wit, an educated mission boy—was questioned, it 
was suggested that abortion is common among the younger 
women of the villages, who are not willing to bear children 
until they reach the age of thirty years, Rumours of 
methods of procuring abortions or of the presence of 
abortifacient plants have never been confirmed. Infants 
whose mothers die early in their infancy are put to the 
breast of other nursing mothers in the village. If none is 
available, the child is fed on juice squeezed from crushed 
sugar-cane, finely pre-masticated sweet potato, and water in 
which potatoes and pumpkin leaves are boiled. Children 
receive, at an early age, bulky dietary supplements such as 
baked sweet potatoes. Infants and young children are well 
nourished and healthy. The ten to fifteen years age group 
seems to. be in a rather less fortunate nutritional state, It 
is gratifying to note that many pregnant women living close 
to Tapini have recently begun to come voluntarily to hos- 
pital for delivery. This points to some change in the 
attitude towards- medicine. 

The exact attitude of natives towards medical penefite is 
not easy to define. Treatment is given without charge, 
patients and friends are given daily rations at the hospital. 
Ample supplies of antibiotics are made available to the 
hospital. To the observer of but ten weeks it seems that 
uneducated natives are quite unable to comprehend on what 
basis they are being given free treatment. It may almost be 
said that they believe they are performing an admirable 
service to the Government by allowing themselves to be 
treated. Gratitude shown towards medical officers is rare. 
In the early days of the settlementa few errors of judgement 
were made by officers, but these have: been rectified of late. 
In such a vase district to be controlled by one man, it is 
impossible to bring frequent contact to these people. Until 
staff shortages are relieved, improvement in the numbers of 
patients treated will be slow. Progress is being made and 
the future holds much promise. 

To consolidate the advances made by the medical officer 
it is hoped that within a few years a broad education 

ime will be undertaken. Little .can be achieved in 
the field of sanitation and personal hygiene until by example 
and instruction the minds of these people have been rendered 
capable of response by elementary education. At present 
there are four distinct language groups, and no form of 
writing is known. Agricultural improvements, the importing 
of livestock to supplement meagre- protein supplies, health 
regulations controlling recruitment of highland natives for 
coastal labour gangs and a programme of education—all 
must be developed side by side with medical patrols and 
medical aid posts. Therein is the basis for gy oa develop- 
ment, of this evolutionarily backward eases a higher 
grade in the scale of civilization. 


Inspection of Villages. 


In order to facilitate the difficult task of collecting all 
natives at a central meeting place for examination, a native _ 
policeman is customarily sent ahead of the patrol to instruct 
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-seattered hamlets to forgather close to the route of the 
patrol. This often entails journeys of two or three hours 
for man, woman and child. It is not surprising, then, that 
some comply with directions only with reluctance, Invariably 
a small percentage of the population is absent visiting or 
in employment on coastal plantations. Thus it was possible 
to inspect no more than 14.3%, of a population of 1398. 


Natives were lined up in villages, females in one column, 
males in another. One may readily gain a general impres- 
sion of the nutritional state and separate the obviously ill. 
After the recording of census statistics, each individual is 
examined for frambeesia, tropical ulcer, skin diseases, eye 
disease, and vitamin and mineral deficiency. Children’ are 
palpated abdominally to detect splenomegaly. ‘The occur- 
rence of deaths and births must be elicited by an arduous 
interrogation per medium of police interpreter, the village 
constable and the family representative. Rechecking reveals 
discrepancies in the opinion given by different members of 
the village. Patients who never before have seen a medical 
patrol submit readily to treatment. 

On the patrol reported here, a total of 18 villages were 
inspected between January 12 and January 28, 1952. This 
inspection entailed & some 170 miles over country of 
which the topographical features were described earlier. 
Out of a total population of 1898, 1039 people were examined. 
An analysis according to age groups is given in Table II. 


TasB.Le Ii. 


Analysis of the Total Population in Age Groups.* 


























Number. Deaths. 
Age Group. | | | 
Fe- Fe- 
Males. | males. | Total. | Males. | Males. | Total. 

Up tolyear . 23 14 37 9 + 13 
I fo s years . & 62 107 5 4 9 
20 $ 15 years... 100 pH is “2 4 ; 
Adults 44 | 420 «| gor | (28 21 | 49 
Total Se 747 651 1398 44 40 | 84* 

















1 There were 20 pregnant women. - 
* Total number of deaths since the last census. 


The following is an analysis of the diseases present: 
In the total population of 1398 persons, the incidence of 
the various diseases was as follows: 


Frambesia: There were 32 adults (20 male and 12 female) 
and 14 children (12 male and two female) affected—a total 


of 46 persons (3:3%). 

Tropical ulcer: No examples of tropical ulcer were found. _ 

Skin disease: There were 32 people affected with scabies, 275 
with tinea and one with another form of skin disease—a total 
of 208 persons (22%). 

Tuberculosis: No tuberculosis was found. 

Laawesy: No horosy was found. 

Eye disease: ere were three cases of active and six of 
non-active eye discnaneon total of nine (0-64%). 

Hookworm disease: No hookworm disease was found. 

New Guinea mouth: No New Guinea mouth was found. 

Nutritional and deficiency diseases: No beriberi was found. 
‘There were 12 cases of ecole (five male and seven female 
subjects)—an incidence of 
Among children only, no sative malaria was found, but the 
spleen was palpable in 86 (61 males and 25 females)—an 


incidence of 17:2%. 
W. S. Eaurton, 
; Brisbane. 
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A MEETING of the New South Wales Branch of the British 
Medical Association was held at the Royal North Shore 
Hospital of Sydney, Crow’s Nest, New South Wales, on 
April 22, 1954. The meeting_took the form of a series of 
clinical demonstrations by members of the medical and 








surgica] staffs of the hospital, Part of this report appeared 
in the issue of July 31, 1964. 


f Gross Intracardiac Calcifications. 


Dr. G. E. Baurzm showed a married woman, aged seventy- 
nine years, in whom unusual cardiac signs had been dis- 
covered during routine medical examination several weeks 
before. Specific interrogation revealed no symptoms of heart 
disease; in particular the patient denied any chest pain or 
undue dyspnea. There was no history of rheumatic fever 
or chorea in childhood. Examination of the patient showed 
the following signs in the cardio-vascular system, The pulse 
had a rate of 80 per minute with ventricular premature 
contractions; the vessel wall was palpable. The blood pres- 
sure was 135 millimetres of mercury, systolic, and 85 milli- 
metres, diastolic. There was no evidence of congestive 
failure, the lung bases were clear, the liver was just palpable, 
and no peripheral cedema was present. The apex beat was 
palpable in the fifth left intercostal space, three and a half 
inches from the mid-line. A faint systolic thrill was palpable 
at the apex. The first heart sound was replaced at the apex 
by a loud Grade [V systolic murmur conducted over the 
entire precordium and to the axilla, with a short mid- 
diastolic murmur at the apex, harsh in character, No 
separate aortic murmurs were heard. Examination of the 
ocular fundus showed arteriosclerotic changes. The electro- 
cardiogram showed a right bundle branch block pattern with 
pathological Q waves in leads I, aVL and V2, a prolonged 
P-R interval and ventricular premature contractions. 
Fluoroscopy showed an enlarged heart shadow, which was 
square-shaped, and massive calcification in the region of 
the atrio-ventricular ring, which moved synchronously with 
the heart beat. The appearance in the right anterior oblique 
view suggested a shelving effect along the anterior heart 
border with abnormal pulsation probably due to ventricular 
aneurysm. (The screening was carried out in conjunction 
with Dr. Hatfield.) 

Dr. Bauer said that the patient had massive intracardiac 
calcifications, especially in the region of the atrio-ventricular 
ring. There was no generalized disorder of calcium 
metabolism (normal serum calcium and blood inorganic 
phosphorus and phosphatase values were found) and the 
condition seemed to be due to local degenerative changes. 
The abnormal physical signs were apparently due to 
deposition of calcium on the mitral valve. Intracardiac 
rupture of chorde tendineew might also have occurred. 
Calcification had involved the conducting mechanism of the 
heart. Electrocardiographic and fluoroscopic changes sug- 
gested that the patient had had a silent cardiac infarction 
resulting in a ventricular aneurysm. 


Wolff-Parkinson-White Syndrome. 


Dr. Bauer also showed a woman, aged thirty-seven years, 
who had been suffering for several years from severe hyper- 
tensive heart disease, punctuated by recurrent episodes of 
pulmonary edema. Left bundle branch block had been dis- 
covered over four years before. When first examined on 
October 14, 1952, the patient had shown evidence of left 
ventricular enlargement, gallop rhythm and a_ bigeminal 
heart action. The blood pressure was 240 millimetres of 
mercury, systolic, and 150 millimetres, diastolic. The patient 
was taking no drugs at the time, and there was no history 
suggestive of paroxysmal tachycardia, flutter or fibrillation. 
An electrocardiogram taken that day showed a unique 
tracing, namely, Wolff-Parkinson-White complexes alternat- 
ing with left bundle branch block complexes. An electro- 
cardiogram taken three days later showed the usual left 
bundle branch block. The patient was subsequently 
stabilized with parenteral hexamethonium bromide therapy 
and had kept very well and fully active during the past 
eighteen months without ever showing a recurrence of the 
Wolff-Parkinson-White complexes. 


Dr. Bauer said that the Wolff-Parkinson-White syndrome 
(a short P-R interval with a prolonged QRS complex) was a 
cardiac conduction defect often seen in otherwise healthy 
individuals who were subject to attacks of paroxysmal 
tachycardia. More recently the association of Wolff- 
Parkinson-White syndrome with more serious types of heart 
disease had been stressed. Among the innumerable theories 
put forward to explain the condition the two most widely 
accepted were: (i) anomalous atrio-ventricular conduction 
due to an accessory conducting bundle (bundle of Kent)—in 
other words, a congenital anomaly; (ii) accelerated con- 
duction across the atrio-ventricular modal tissue probably 
due to ischemic changes: Intermittent Wolff-Parkinson- 
White complexes had been described in the literature, but 
in all those instances the alternate beat was a normal sinus 
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complex. The present instance was a unique tracing of 
Wolff-Parkinson-White alternating with left bundle branch 
block, occurring in a patient with well-established heart 


Causalgia following Bilateral Wrist Fractures. 


Dr. R. G. Roprinson showed a woman, aged sixty years, 
who on October 31, 1958, had fallen, sustaining fractures 
of the right radial styloid and the left scaphoid bone. 
Because of impaction and the situation and type of the 
fractures, they were not observed in the X-ray films at the 
time. The pain persisted along with known pre-existing 
stiffness of the fingers. On November 17 X-ray examination 
revealed the fractures. Plaster of Paris splints were ordered 
to be applied bilaterally from well up on the forearm to the 
m heads. During the month following she com- 
plained of burning pain, worse at night and somewhat 
relieved by warmth, along the ulnar border of the right 
forearm. The plaster appeared satisfactory. On December 
15 when the splints were removed, she suffered an immediate 
exacerbation of pain in both arms. This was evidently 
causalgic in nature. The splints were reapplied. On 
December 22 the fingers were dry, warm, cedematous and 
stiff, movement being very painful. The hands and wrists 
were warm, tender and swollen. There was slight cyanosis 
with some atrophy. A diagnosis’ of Sudeck’s atrophy was 
made. Neurosurgical opinion was against sympathectomy. 
By February 16, 1954, well-established second stage Sudeck’s 
atrophy was present, with cyanosis, atrophy, early fibrous 
tissue contraction and osteoporosis of the bones of the 
wrists, hands and fingers. The pain was commencing to 
move up the arm, and there was slight stiffness with pain 
on movement of the elbows and shoulders. She was treated 
immediately, in addition to her splinting and physiotherapy, 
with oral cortisone therapy for three weeks. Initially 100 
milligrammes. were given, and after three days 50 milli- 
grammes daily. There was great relief followed one week 
after cessation by an exacerbation. Twenty-five milli- 
grammes of cortisone given by mouth twice daily had caused 
@ second remission of symptoms and signs. It was antici- 
past that she would make a reasonable recovery on that 
regime. , 


Dr. Robinson said that de Takats postulated three neuron 
levels in the mechanism of this complication: (i) sensory 
neuron with persistent axon reflex; (ii) spinal neuron; (iii) 
cerebral neuron. Trauma activated vasodilator and vaso- 


~ constrictor mechanisms, leading to increased capillary pres- 


sure with exudation into the tissues, and also stimulation of 
Sensory receptors. Luvis had shown the liberation of a 
painful substance at the termination of nerve fibres from 
the posterior root ganglia (nocifer nerves). Unless this 
stimulation was~blocked or the substance neutralized the 
circuit would be completed with consequent sensitization of 
higher neurons and a spread of the condition. Since the 
internuncial pool was a closed series of synapses, once it 
was activated, it might continue to send a series of impulses 
down the nocifer nerves, thus maintaining the status. If 
that was so, then sympathectomy was not likely to result 
in any startling improvement. Cortisone was buffering the 
effects probably by decreasing capillary permeability and 
the progressive fibrosis. It was known that it did not 
affect the histamine-response. The increased circulation 
might be leading to removal of the painful substances, thus 
breaking the cycle. Rheumatic conditions had been excluded 
by examination of the blood erythrocyte sedimentation rate 
and serum protein values. 


Cardiac Investigation Clinic. 


A series of patients were presented from the Cardiac 
Investigation Clinic (Dr. F. A. EB. Lawes, Dr: R. D: Purtert, 
Dr. D. S. Stuckpy, Dr. R. G. Epps). : 


Mitral Stenosis: Systemic Hypertension. 


The first patient, a married woman, aged thirty-five years, 
had been well until 1944, when she had an attack of 
rheumatic fever (painful swollen joints, edema of the legs 
and face, and. breathlessness) while six weeks pregnant; 
she recovered in three months and had a normal delivery. 
Since then she had had intermittent swellings of the legs 
and exertional dyspnea. During her fifth pregnancy in 1948 
she became very breathless and’ had swelling of the legs, but 
carried the pregnancy to full term with normal delivery. 


Following this her symptoms lessened a little. In May, 1953, 
she became thiessness 


pregnant; and, as her brea 


again : 
gfeatly increased, pregnancy was. terminated, and the 


patient was sterilized in: July, 1953. In December, 1953, she 
Was moderately breathless on exertion and was able to do 
light shopping and housework. She had a sharp pain in the 
centre of her chest on exertion, relieved by rest, and also 
suffered from a continuous aching pain in both arms. 
Examination at that time showed slight central cyanosis. 
The pulse was regular’ with a well sustained pulse wave. 
The jugular venous pressure was two centimetres; the biood 
pressure was 150 millimetres of mercury, systolic, and 115 
millimetres, diastolic; the right ventricular pulsation was 
increased. The first sound was increased in intensity. at the 
apex, and the second sound was loud at the pulmonary 
area: <A soft opening snap was heard with a soft systolic 
click at the pulmonary area. There was a mitral mid- 
diastolic murmur with presystolic accentuation. No systolic 
murmur was present nor were there any aortic murmurs. 
There was no cdema of the legs, enlargement of the liver 
or pulmonary congestion. Screening examination of the 
heart showed a greatly enlarged pulmonary artery shadow 
and small aorta. The lung fields appeared moderately con- 
gested. The right ventricle was enlarged, as was the left 
atrium. Calcification of the mitral valve was seen. An 
electrocardiogram showed marked pulmonary P waves, with 
right ventricular preponderance, after exertion to the point 
of dyspnea, but not of pain; there was depression of ST 
and T waves in lead II. When examined again in February, 
1954, the patient said that she had had a very severe attack 
of precordial pain precipitated by exertion. Examination on 
that occasion showed the blood pressure to be 170 millimetres 
of mercury, systolic, and 120 millimetres, diastolic, and the 
opening snap at the mitral area was rather louder than 
before, but otherwise her signs were unaltered. It was 
considered that she was suitable to undergo mitral valvu- 
lotomy if one could be sure that she had not suffered from 
recent rheumatic activity. 


2 


Atrial Septal Defect. 


The second patient from the clinic, a woman, aged forty- 
six years, had known since the age of seven years that a 
murmur was present in her heart. For thirteen years she 
had had moderate breathlessness on exertion. She had 
attacks of severe palpitation in which the heart beat rapidly 
and regularly, and in which her vision. became dim. On 
examination the hands were cold, and the jugular venous 
pressure was raised six centimetres. The radial pulse was 
irregular with coupled beats. The pulse wave was of small 
amplitude and was sustained. The blood pressure was 150 
millimetres of mercury, systolic, and 100 millimetres, 
diastolic. The apex beat was in the anterior axillary line. 
There was a forceful cardiac impulse with a right ventricular 
lift. There was no pulmonary artery pulsation. The second 
sound at the lmonary area was closely split and slightly 
accentuated. ere was a soft blowing systolic murmur at 
the aortic pulmonary and mitral areas, loudest at the pul- 
monary area. There was a short diastolic murmur at the 
mitral area. The liver was enlarged one finger’s breadth 
but was not tender. There was no edema. X-ray screening 
examination showed a large heart. The pulmonary arteries 
were very prominent and were pulsating. The right ventricle 
was moderately enlarged. The left ventricle was slightly 
enlarged; the left atrium was not enlarged. No valvular 
calcification could be seen. The electrocardiogram showed 
low voltage, right bundle branch block and depression of 
8-T and T waves in all leads. 


Tetralogy of Fallot. 


The last patient from the clinic was a boy, aged five years, 
in whom cyanosis had been noted at birth. He was very 
short of breath on exercise and could run only thirty yards; 
he had been observed to squat when exhausted. Examina- 
tion of the boy showed marked central cyanosis and well- 
developed clubbing of the fingers and toes. The radial pulse 
was normal, as was the jugular venous pressure. There was 
increased right ventricular pulsation, with a grade 3 systolic 
murmur, maximal in the third left intercostal space at the 
sternal border, and loud second sounds at the pulmonary 
area. The electrocardiogram showed pulmonary P waves, 
right axis deviation and right ventricular preponderance. 
Fluoroscopic screening examination showed a slight increase 
in the general size of the heart, a small pulmonary artery 
shadow and lung fields which were clearer than normal. 
Operative treatment had been recommended. 


Thoracic Unit. 


oe series of patients were presented from the Thoracic 
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Pulmonary Cyst in Pregnancy. 


Dr. Bruce WHIT showed a married woman, aged thirty- 
eight years, who had been admitted to the Royal North 
Shore Hospital of Sydney on March 13, 1954, complaining of 
daily asthmatic attacks since December, 1953, She was 
seven months pregnant. Treatment was given with 
adrenaline in oil and aminophylline. It was learnt that she 
had had-asthma since the age of seventeen years and that 
it had been severe during the previous pregnancy. X-ray 
examination in December, 1948, had shown a small air cyst 
in the lower lobe of the left lung. While the patient was 
in hospital the asthma subsided, but a persistent productive 
cough remained. Signs were present of an air cyst at the 
left lung base; these were confirmed by radiography. Because 
of the danger of rupture of the cyst in labour, with develop- 
ment of tension pneumothorax, bronchoscopy and then 
lobectomy were decided upon and carried out with no com- 
plications; the patient did not come into labour. She was 
transferred to the obstetric unit of the hospital on the 
seventh. post-operative day, with severe pitting cdema of 
the ankle but no raised blood pressure. That was the 
patient’s current condition. 


Foreign Body in Bronchus Simulating Carcinoma. 


Dr. C. G. BayLiss showed a male patient, who was aged 
fifty-seven years when first examined on August 10, 1953. 
He had had a cough with some sputum for several years, 
but this had not caused him much inconvenience until an 
attack of influenza about three months previously. Since 
then the cough had been worse, and there was more sputum, 
which was now offensive in character. He had noticed a 
wheeze in the upper part of the chest on the right side, 
and that was becoming more noticeable. Nothing of impor- 
tance was elicited in his history at this stage. The main 
findings on examination were an audible wheeze over the 
right side of the chest and rales and rhonchi on auscultation 
over the base of the right lung. At this stage the findings 
were considered very suggestive of carcinoma blocking the 
right lower lobe bronchus. On August 11, 1953, bronchoscopy 
was performed by Dr. Ian Monk. Two nodules were seen 
just below the opening of the middle lobe bronchus. 
Carcinoma was thought likely, but examination of a biopsy 
specimen did not confirm this. On September 30 broncho- 
graphy was carried out and showed atelectasis of the lower 
and middle lobes of the right lung with bronchiectasis in the 
collapsed lobes. On October 20 a further bronchoscopy was 
performed by Dr. Monk. A large mass was now seen pro- 
jecting from the right middle lobe bronchus. A biopsy 
specimen again did not show carcigoma. 


Dr. Bayliss said that, whatever the cause, it was now felt 
that thoracotomy with resection according to the findings 
should be carried out. On November 4 the patient was 
admitted to hospital. His history was taken by the house 
physician on the day of admission and was in accordance 
with what was already known. However, on the following 
day he volunteered a piece of information which seemed very 
important. About November, 1951, whilst he was swallowing 
soup a sharp piece of bone about three-quarters of an inch 
in length had become stuck in his throat, and he had felt 
it at a point just: below the clavicle about one inch to the 
right of the sternum. He had developed a cough which 
lasted some weeks. On November 25, 1953, thoracotomy was 
performed. The middle and lower lobes of the right lung 
were atelectatic and were removed. A piece of chop bone 
was found obstructing the right stem bronchus. Con- 
valescence was uneventful, and the patient was now very 
well. 


Cavernous Pulmonary Telangiectasis. 


Dr. A. G. McManis showed a woman, aged forty-seven 
years. She had had an X-ray examination of her chest in 
August, 1950, because of post-herpetic neuralgia, and that 
had revealed a lesion in the right lower zone. When she 
attended the Royal North Shore Hospital of Sydney on 
March 16, 1953, the X-ray appearances were unchanged. 
On examination of the patient it was noticed that she was 
slightly cyanosed and had telangiectases on the face, lips, 
tongue and roof of the mouth. She gave a history of 
having suffered from nose bleeding. ~The fingers were 
slightly clubbed. A loud continuous murmur was heard 
in the right axilla and to the right of the sternum; it was 
best heard on full inspiration. Both antero-posterior and 
lateral tomograms were prepared; these showed that there 
were two separate lesions on the right side, one in the 
anterior segment of the upper lobe and the other in the 
anterior basal segment; prolongation of this lesion to and 
from the mediastinum could be heard. 


It was learnt that the patient’s father had had similar 
telangiectases on his face, and suffered from nose bleeding. 
During his final illness he had been in the Royal North 
Shore Hospital of Sydney, and at that time his X-ray film 
showed an opacity which was reported as being a secondary 
neoplasm. At autopsy, he was reported as having a blood 
cyst of the lung. It was most probable that this was a 
similar condition to his daughter’s. 


It was decided to resect these vascular lesions, and on 
November 18 Dr. Monk removed them both, without 
removing any pulmonary tissue. She made a complete 
recovery from her operation, and her general appearance 
had improved. 


Developmental Cyst of Lung. 


Dr. M. P. SuSMAN showed a married woman, aged fifty- 
one years, who. ten years prior to admission to hospital, 
had had a right empyema thoracis treated by drainage. 
Since then frequent “colds”, shortness of breath and yearly 
episodes of “pneumonia and pleurisy”-had occurred. Bight 
weeks prior to admission to hospital she developed cough 
with copious offensive greenish sputum. There was also 
recent weight loss and chest pain on the right side. X-ray 
examination revealed a cavity containing gas and fluid in 
the right paravertebral gutter at the level of the tenth and 
eleventh thoracic vertebra, consistent with chronic empyema 
or lung abscess. At operation, a large intrapulmonary cyst 
of the lower lobe was found, purulent fluid aspirated, and 
segmental resection of the lobe performed, the apical seg- 
ment only being left. One month after discharge from 
hospital the patient suffered from right-sided chest, pain, 
fever and rigors. Blood-stained fluid was aspirated from 
the right pleural cavity. Thoracotomy was performed, a 
chronic hzemothorax evacuated, and tube drainage instituted. 
The cavity was reduced to a ten-millilitre volume at the 
time of her discharge from hospital, Histopathological 
examination of the tissue showed in a section from the wall 
cf the larger cavity a lining of granulation tissue with a few 
epithelial cells, muscle bundles running longitudinally and 
circumferentially,. and the remains of mucous glands. The 
findings suggested a bronchial origin. The amount of muscle 
seemed excessive for the cyst to be mere ectasia of a normal 
bronchus. It was more probably of developmental origin. 
The smaller cyst presented the same appearances. 


Units of Neurology and Neurosurgery. 


A series of patients were presented from the Units of 
Neurology and Neurosurgery (Dr. I. A. Bropziaxk, Dr. G. 
Setpy, Dr. Eric Davis, Dr. J. GRANT, Dr. G. VANDERFIBLD). 


Erb’s Juvenile Muscular Dystrophy. 


The first patient, a married woman, aged forty-five years, 
had in 1933 noticed weakness of her back and thighs, 
causing her to fall if she walked quickly; when she walked 
she would tend to deviate towards one side. In 1949 she 
had noticed a similar weakness of her elbows. These symp- 
toms had gradually progressed, causing her to become bed- 
ridden about May, 1953. She had noticed no symptoms 
referable to her cranial nerves, no involuntary movements, 
no sensory changes except for occasional occurrence of 
paresthesia in her feet, and no sphincteric disturbances or 
defects of coordination. 


On examination, the patient was found to be unable to 
stand, and she had pronounced weakness of the proximal 
muscle groups of both limbs, with wasting of the gluteal 
and thigh muscles, and of the muscles around the shoulder 
joints. Fibrillation was not detected, and motor power in 
the muscles of the hands and feet apeared essentially normal. 
The patient denied any change of appearance in her face, 
but the facial musculature was weak and the smile of the 
transverse character usually seen withthe Landouzy- 
Déjerine type of muscular dystrophy. Sensation was intact; 
the left knee jerk was absent, the right knee jerk was 
greatly diminished, and both triceps and biceps jerks were 
diminished. The ankle jerks were normal and the plantar 
responses flexor. Both sterno-mastoid muscles were normal, 
and no abnormality was found in any other system. The 
electrical reactions of the muscles were varied and 
inconstant, a finding often present in this condition. The 
comment was made that the early onset of symptoms and 
the course of the patient’s illness were typical of the Erb’s 
juvenile type of muscular dystrophy, though there was no 
clear-cut defining line between this and the Landouzy- 
Déjerine type. The patient was given exercises to all 
muscles, but little improvement was achieved. 
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Compression Neuritis anes Right External Popliteal 
, erve. 

The second patient was a married woman, aged thirty- 
geven years. In December, 1953, her husband had slept with 
his legs across her right leg; she awakened next morning 
with a feeling of tightness in the right foot, and soon after- 
wards became aware of a weakness of the right ankle and 
right foot drop. She complained also of paresthesia in the 
right great toe, dorsum of the right foot, and lateral aspect 
of the lower third of the right leg. The paresthesia had 
decreased, but the weakness had persisted. In March, 1953, 
after leaning with her right elbow on a railway window for 
some considerable time, she developed a right ulnar palsy, 
from which she recovered after a few months. 


On examination, the patient: was found to be a very thin 
woman with little covering over the bony prominences. She 
had right foot drop and paralysis of the evertors of the right 
foot and of the extensors of the right ankle and toes (the 
peronei, tibialis anterior, extensor extensor 
‘digitorum). Moderate residual wasting of the right interossei 
and hypothenar eminence was detected with 
weakness of the muscles and of the right flexor carpi ulnaris. 
Superficial sensation was impaired over the lateral aspect 
of the lower third of the right leg, and the dorsum of the 
right foot (the distribution of the external popliteal herve). 
The knee jerks were brisk and equal; the right ankle jerk 
was absént, the left present. The findings from a full blood 
count were normal. The result of the Eagle flocculation 
test was negative. The fasting blood sugar level was 114 
milligrammes per 100 millilitres. X-ray examination of the 
knee joints revealed bilateral osteochondritis dissecans with 
large: loose bodies in the joint spaces and moderate osteo- 
arthritic changes. X-ray examination of the lumbo-sacrai 
part of the spine revealed spina bifida occulta in the first 
sacral vertebra. The response to faradic current applied to 
the affected muscles was weak, the test confirming the 
presence of a lesion of the external popliteal nerve. The 
diagnosis was a compression lesion of the right external 
popliteal nerve. 


Spontaneous Intracerebral Hematoma. 


A woman, aged forty years, had been treated recently for 
an ear infection. On February 27, 1954, she became 
stuporose and was admitted to the Royal North Shore 
Hospital of Sydney, where-she was found to have a tempera- 
ture of 101° F., a right visual field defect, slight dysphasia 
and increased reflexes on the right side of the body. The 
leucocyte count was 11,000 per cubic millimetre, and the 
cerebro-spinal fluid contained 17 cells per cubic millimetre 
and a protein content raised to 80 milligrammes per 100 
millilitres. Those findings led to strong suspicion of cerebral 
abscess. Left carotid angiography showed a shift, sug- 
gesting a space-occupying lesion on the left side, but not 
assisting otherwise in localization. The making of explora- 
tory burr holes in the left temporal and left parietal regions 
failed to reveal any abscess or other abnormality there, and 
it was noted that intracranial pressure was not increased 
and that there was a large left temporal horn. Later, air 
studies confirmed the presence of a shift and showed that it 
was due to a space-occupying lesion in the left occipital lobe 
beneath the floor of the occipital horn of the lateral ventricle. 
At craniotomy on March 19 a. posterior osteoplastic flap 
was turned down, and through the occipital horn of the 
ventricle the lesion was approached. It proved to be an 
intracerebral hematoma of moderate size, and after evacua- 
tion no abnormality could be seen in the walls of the cavity 
to account for its presence. Presumably a vascular abnor- 
mality was responsible. Recovery from operation was satis- 
factory, although right homonymous hemianopia was still 
complete. Post-operative air studies showed restoration of 
the left occipital horn to a normal position. 


Traumatic Arachnoid Cyst. . 

An adult male patient presented with a history of “queer 
turns” for a périod of twelve months. In the turns his 
surroundings would appear to recede from him, and objects 
and people would appear to become distant. There was a 
feeling of unreality associated with the episodes. As well 
as the minor turns he had had three major attacks of con- 
vulsions. The significant feature in his previous health was 
that as a child he had suffered from a head injury which 
was associated with a linear fracture in the right parietal 
region. The only abnormality ‘found on clinical examination 
of the patient’s central nervous system. was a suggestion of 

a left inferior homonymous field defect. "Palpation of the 
skull revealed a bony defect in the right parietal region. 
X-ray examination of the skull confirmed the presence of 
, this defect, which was associated with a linear fracture 

extending — to the vertex. Right carotid angiography 





indicated a vascular displacement suggesting a _ space- 
occupying lesion underlying the bony defect. | Pneumo- 
encephalography showed a dilated ventricular system in 
relation ‘to the bony defect, and subarachnoid air also in 
this region. Charting of the visual fields confirmed the 
visual defect. Full cerebro-spinal fluid examination showed 
no abnormality. Electroencephalography showed a prominent 
delta wave abnormality again in the region of the defect 
and also well-marked spike activity in this region. At 
operation under general anzsthesia, a meningo-vascular 
scar was excised which connected the scalp tissues to the 
cerebral cortex. Associated with this was found a sub- 
arachnoid collection of yellow fluid. The gyrus underlying 
the anterior part of the defect was coagulated, as this 
corresponded to the area from which the spike focus was 
probably arising. The dural defect was closed with fascia 
lata. The bony defect was closed with a tantalum plate. 
Post-operatively the patient’s condition remained satis- 
factory. He took “Dilantin” and “Prominal” and had no- 
further seizures, Post-operative electroencephalography 
showed that the spike focus had disappeared. 


Exztradural Hematoma. 


An adult male patient was transferred to the Royal North 
Shore Hospital of Sydney on March 16 from Wallsend 
Hospital with a history of having received a head injury 
on March 4. He had been unconscious on admission to 
Wallsend Hospital, but on regaining consciousness showed 
evidence of motor aphasia and a right spastic hemiparesis. 
His pulse rate had been noted to be slow, and he had vomited 
on several occasions. Lumbar puncture was said to have 
shown the cerebro-spinal fluid to be under increased pres- 
sure. Examination gn admission to the Royal North Shore 
Hospital of Sydney confirmed the previous clinical findings. 
Lumbar puncture showed a pressure of 190 millimetres of 
cerebro-spinal fluid with no increase of protein. X-ray 
examination of the skull showed a linear fracture involving 
the left squamous and temporal and parietal bones. Left 
carotid arteriography on March 17 revealed a displacement 
of the middle cerebral vessels away from the bones of the 
skull, and it was felt that this indicated the presence of a 
subdural hematoma. At operation under local anesthesia 
on March 19 a large extradural hematoma was found. This 
almost completely covered the temporal and parietal regions. 
Post-operatively, he showed a steady improvement. The 
comment was made that on review of his arteriogram it 
was felt that possibly the diagnosis of an extradural 
hzematoma could have been made, as there. was a suggestion 
in the antero-posterior films of filling of the middle meningeal 
artery which was also gisplaced medially along with the 
middle cerebral vessels. 


« 
Oervical. Disk Lesion Associated with Muscular 
Dystrophy. 


The last patient, a man, aged forty-two years, when first 
interviewed at the neurology out-patient clinic, had com- 
plained of (i) stiffness and weakness of his neck and stiff- 
ness and weakness of his shoulders since adolescence, (ii) 
progressive weakness of his left arm and left leg for nine- 
teen years, (iii) numbness of his right leg for nineteen 
years, and (iv) burning pain in the back of his neck 
radiating down into both arms for nineteen years. The 
family history was non-contributory. The patient had first 
noticed evidence of his muscle dystrophy at the age of 
seventeen years. The onset was gradual with slowly pro- 
gressive weakness and wasting of his facial musculature. 
followed -by weakness of the neck and of muscles of the 
shoulder girdles and arms. Reduction in mobility of the 
shoulder joints gradually followed the dystrophy. In 1935 
he was involved in‘’a car accident, when he received a blow 
on the back of his head, neck and shoulders. That appeared 
to accelerate the weakness and stiffness of his shoulders, 
and subsequently he developed a slowly progressive weak- 
ness of his left leg (distal more than proximal) and 
paresthesia and numbness of his right leg. During this 
period he had severe burning pain in his neck radiating 
down both arms. He was admitted to the Royal North 
Shore Hospital of Sydney for investigation. The diagnosis 
on admission was muscle dystrophy and cord compression 
with partial Brown-Séquard syndrome. The following salient 
features were recorded on physical examination of the 
patient: (i) facio-scapulo-humeral dystrophy (Landouzy- 
Déjerine type; (ii) torticollis with the head. flexed to the 
right and chin pointing to the left; (ili) evidence of cord 
compression at the fifth cervical spinal segment, atrophic 

of rhomboids, deltoids, infraspinati and supra- 
spinati, biceps and supinator longus muscles, more on the 
left than the right, spastic weakness of the remaining 
musculature of the upper limbs, more on the left than the 
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right, exaggeration of biceps jerks and triceps jerks on both 
sides, and inversion of radial reflex on both sides; (iv) 
evidence of upper motor neuron lesions—namely, spastic 
weakness of the left lower extremity with exaggerated deep 
reflexes and an equivocal Babinski response on the left side; 
(v) crossed hemianesthesia and hypoalgesia on the right 
side of the body up to approximately the seventh cervical 
spinal segment, and ipsilateral blunting of tactile sensation 
and muscle sensibility together with impaired vibration sense 
over the left lower extremity; (vi) posterior column ataxia 
of the lower extremities. 


Plain X-ray examination of the cervical part of the spine 
showed that the disk between the sixth and seventh cervical 
vertebre was irregular in outline; there was much reactive 
bone formation anteriorly and posteriorly in relation to this 
disk, with rotational deformity and loss of curvature at the 
affected joint. Myelography was carried out by introducing 
six millilitres of “Pantopaque” by. the lumbar route and 
making a screening examination of the patient on the tilting 
table. The dye flowed freely through the lumbar and dorsal 
canals into the cervical canal. At the level of the fifth 
and sixth cervical vertebre extending to the upper border of 
the seventh cervical vertebre there was an obstruction to 
the flow of the dye in the mid-line, the dye flowing upwards 
along both lateral gutters leaving an approximately oval 
mid-line filling defect maximal over the disk space between 
the fifth and sixth cervical vertebre. In the lateral view 
a complete interruption of the column was seen opposite the 
posterior border of the disk space between the fifth and sixth 
cervical vertebre, but no abnormality at the other cervical 
disk levels. It was concluded that an advanced mid-line 
disk space protrusion was present between the fifth and 
sixth cervical vertebre. Examination of the cerebro-spinal 
fluid revealed the following protein content: 40 milligrammes 
per 100 millilitres; sugar content, 60 milligrammes per 100 
millilitres; globulin content, no increase; cells, nil; Wasser- 
mann reaction, negative; colloidal gold test, no reaction. 


The patient was examined in consultation by Dr. J. M. F. 
Grant, who agreed that the patient had a chronic disk pro- 
trusion causing cord compression. It was thought that the 
primary muscle dystrophy had allowed distortion and angula- 
tion of the cervical part of the spine and secondary spondy- 
losis with disk degeneration and protrusion. Laminectomy 
and spinal fusion were recommended. 


Cerebral Angioma. 


Dr. J. M. F. GRant showed a married woman, aged nineteen 
years, who had been admitted to hospital on May 2, 1953, 
with a diagnosis of subarachnoid hemorrhage. She had been 
unconscious prior to admission, and on examination was 
found to be drowsy with a complete left hemiplegia and 
hemianesthesia. Lumbar puncture showed blood-stained 
cerebro-spinal fluid under high pressure. Arteriography 
was carried out, which demonstrated the presence of an 
angioma in the right parietal region. The appearance also 
suggested the presence of a hematoma situated anteriorly 
to the lesion. Investigation of her previous history revealed 
that she had suffered from two previous subarachnoid 
hemorrhages, and that for many years she had suffered 
from epileptic seizures. On June 13 craniotomy was carried 
out; the hematoma was evacuated and the lesion excised. 
Her convalescence was stormy; on June 15 an extradural 
hematoma was evacuated, and on July 20, owing to a wound 
infection, the bone flap was removed. After this procedure 
she made a steady improvement.and was at the present time 
able to carry out her normal household duties. She was 
discharged from hospital receiving medication of ‘Dilantin’ 
and “Prominal” and had had no further seizures. 


Arterio-Venous Fistula. 


Dr. Grant also showed a married woman, aged forty-four 
years, who gave a history of severe headaches, deafness and 
a pulsating noise in the right ear for nine months. Recently 
she had become breathless and had been treated for con- 
gestive cardiac failure. The only possible significant features 
of her previous health were a history of a head injury some 
twenty years previously when she was struck on the right 
side of the head by a clothes prop. Following this injury 
she was treated for what was described as a nervous con- 
dition, in which she was confused and appeared to have lost 
the use of her limbs. However; she made a good recovery 
from this and evidently had had no other symptoms until 
nine months before the present time. Examination of the 
patient revealed a large vascular channel in the right 
occipital region, over which there was a palpable thrill, and 
a loud bruit could also be heard in this region. The bruit 
was diminished by compression on the carotid artery in the 
neck. This was associated with a feeling of faintness and 





a considerable falling of the pulse rate. A blood pressure 
reading of 180 millimetres of mercury, systolic, and 80 milli- 
metres, diastolic, was obtained, and she had mild cardiac 
enlargement. It was considered that the patient probably 
had an arterio-venous fistula between either the occipital 
or posterior auricular artery and, possibly, the lateral sinus. 
It was intended to investigate the condition by means of 
arteriography to.see whether any possible surgical treatment 
could be undertaken, as, unless that was feasible, the prog- 
nosis appeared to be poor. 


Hemiplegia following Neck Trauma. 


Dr. G. VANDERFIELD (with Dr. T. F. Rose) showed a man, 
aged thirty years, who had been admitted to the Royal 
North Shore Hospital of Sydney in July, 1953, within half 
an hour of injury in a car accident near by. Although he 
had evidently not received a severe head injury and was 
conscious and alert, he was aphasic and had complete right 
hemiplegia. There was a deep wound on the left side of 
the neck, and the left mandible was fractured; also there 
was a compound fracture of the left tibia. On the same 
night the left internal carotid artery was explored up to the 
base of the skull. Bone fragments were found about the 
carotid sheath, but there was no obvious damage to the 
artery, which was pulsating normally. At the same time 
the sympathetic trunk was blocked. The fractured tibia 
was reduced, and after closure of the wound the leg was 
immobilized in a long leg plaster. Operation was followed 
by frequent stellate blocks, and a course of papaverine was 
given; but there was no immediate improvement in relation 
to the hemiplegia, presumably because of thrombosis of the 
left side of the circle of Willis. Two weeks later left carotid 
angiography showed moderate filling of the left internal 
carotid and middle cerebral arteries and poor filling of the 
left anterior cerebral artery; thus the vessels had evidently 
been reopened. Subsequently, with the assistance of phyio- 
therapy and speech therapy, there had been fair recovery of 
use of the right leg, minimal recovery in the arm, and some 
return of speech, but it now seemed that a considerable 
degree of the hemiplegia and aphasia would be permanent. 


Gunshot Wound Penetrating Abdomen and Involving 
Cauda Equina. 


Dr. Vanderfield (with Dr. L. S. LOBWENTHAL) next showed 
a boy, aged eleven years, who had been admitted to the 
Royal North Shore Hospital of Sydney on February 3, 1954. 
He had been accidentally shot with a 0°22 bullet forty-eight 
hours earlier in the country. The bullet had entered just 
to the left of the xiphisternum and emerged about half an 
inch to the left of the spine of the first lumbar vertebra. 
All spinal cord functions below the level were immediately 
lost, but his general condition was surprisingly good. He 
had vomited once or twice, but there were no other abnormal 
findings apart from local tenderness about the wounds of 
entry and exit. X-ray examination showed fracture of the 
left lamina and pedicle of the first lumbar vertebra. A 
lumbar puncture yielded freshly blood-stained fluid, which 
rose on jugular compression but did not fall at all, indicating 
partial spinal blockage. Immediate laminectomy was decided 
upon. The fragments of bone in the bullet track were 
removed together with extradural blood clot. The dura itself 
did not appear to be lacerated; but when it was opened the 
cerebro-spinal fluid was found to be blood-stained, and the 
lower end of the spinal cord was contused. The roots of the 
cauda equina appeared intact. Good decompression having 
been provided, the wound was closed. The boy made a 
good recovery from the operation, and his general con- 
dition remained good. Since operation slow but continuous 
recovery of neurological functions had been proceeding, and 
he now had good sensation down to both knees and in the 
bladder, which had become reflex in action. There was fair 
power proximally in the right leg, and some voluntary 
movements were beginning in the left. 


Medulloblastoma of Cerebellum. 


Dr. Vanderfield’s last patient was a boy, aged twelve years, 
who had been admitted to the Royal North Shore Hospital of 
Sydney on August 28, 1952. He gave a three months’ history 
of vomiting and headaches, particularly vomiting, and not 
much else. On examination he was found to have bilateral 
papilledema, some left cerebellar ataxia and nystagmus on 
looking to the right. Also his right arm was a little unsteady 
in some of the tests. Preliminary ventriculography showed 
symmetrical internal hydrocephalus of moderate degree. The 
third ventricle was filled, but nothing appeared in the fourth 
ventricle. This confirmed the diagnosis of cerebellar tumour, 
and operation proceeded under general anesthesia. The 
bone of the posterior fossa was removed; and as a result of 
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needling through the dura, tumour tissue was obtained. Dr. 
Viner Smith reported it to be medulloblastoma tissue. After 
adequate decompression had been provided by wide removal 
of bone,. including the arch of the atlas, the wound was 
closed. Satisfactory recovery from the operation took place. 
Deep X-ray therapy was given to the cerebellum and spine. 
He was discharged from hospital on December 21, 1952, by 
which time all symptoms had cleared and the papilledema 
had subsided. He had returned to school within a few 
months and had remained well. 


Congenital CEsophageal Atresia. 


Dr. Ertc GouLsTon presented a baby who had been suffer- 
ing from congenital esophageal atresia. The baby had been 
born at the Royal North Shore Hospital of Sydney on 
October 24, 1953. The mother’s pregnancy had been 
associated with bleeding at three months and hydramnios. 
The baby was noticed to have an excess of mucus and to 
suffer from vomiting and cyanosis on being fed. A catheter 
could not be passed into the stomach, and X-ray examination 
with “Lipiodol” showed that the csophagus ended in a blind 
pouch. Air was noted in the bowel. After pre-operative 
preparation, operation was performed on October 25 with 
a right retropleural approach and removal of the fourth rib. 
The tracheo-cwsophageal fistula was ligated and cut, and an 
end-to-end cesophageal anastomosis was made. The anes- 
thesia induced by Dr. J. F. McCulioch was with ether, gas 
and oxygen, and “Scoline’. Recovery from operation was 
good with gradual resumption of oral feeding after four days. 
An X-ray examination with “‘Lipiodol’ swallow” on Novem- 
ber 9 showed a stricture of the esophagus one centimetre in 
length at the level of the third thoracic vertebra. A dilata- 
tion of this area was performed by Dr. J. Dowe two months 
later when the mother noticed some feeding difficulty, and 
the child had been symptom-free since. 


Crohn’s Disease of the Rectum. 


Dr. Goulston then showed a married woman patient who 
had been admitted to hospital in December, 1953, complaining 
of rectal hemorrhage for six weeks and loss in weight of 
half a stone. There was no change in bowel habits. The 
results of abdominal examination were negative, but rectally 
a large polypoid mass was palpable, and proctoscopically 
this was seen to be seven centimetres from the exterior and 
considered to be fixed deeply to a hard indurated area. From 
a previous barium enema examination it had been reported 
that there was a constant filling defect in the left lateral 
portion of the rectum two and a half inches above the 
orifice, very suggestive of neoplasm. No evidence of obstruc- 
tion was found. No biopsy was performed, but a confident 
diagnosis of carcinoma of the rectum was made. Abdomino- 
perineal resection was performed in due course. Macro- 
scopically the polypoid tumour was seen to be attached with 
a wide base to a very thickened and indurated rectal wall, 
and there were several lymph glands involved near by. 
Microscopically the polypus was found to be benign. The 
thickening of the rectal wall was due to a chronic inflam- 
matory process in all coats. Foci of inflammatory cells with 
giant cells were present with considerable fibrosis. Several 
lymph glands contained prominent collections of histiocytes 
and giant cells. It was considered that the thickening was 
due to Crohn’s disease. Subsequently the perineal wound 
was very slow to heal, but when cortisone therapy was 
commenced there was great improvement. 


Hypertrophic Pyloric Stenosis in an Adult. 


Dr. Goulston’s last patient was a man, aged forty-three 
years, who had been admitted to hospital on December 10, 
1953, with a diagnosis of pyloric stenosis. He gave a history 
of loss of appetite, intermittent vomiting and loss of four 
stone in weight in the past eighteen months. He had had 
hematemesis and melena in 1951, and after this episode had 
suffered from abdominal discomfort and distension five to 
ten minutes after taking food. During 1953 he had had 
another hematemesis, which required a blood transfusion. 
His family and previous histories provided no significant 
information. On examination, the patient looked as if he 
had lost the stated amount of weight from twelve stone to 
eight stone. He had fullness in the epigastrium, and there 
were visible and palpable peristaltic waves passing right 
across the upper part of the abdomen. There was no tender- 
ness in the abdomen, and no masses were palpable. His other 
systems were normal. The hemoglobin value was 14:2 
grammes per centum. After barium X-ray examination the 
following report was made: “The stomach is dilated with 
retained fluid and secretions and there is a high-grade 
pyloric stenosis. Practically none of the meal had left the 
stomach in five hours. The appearance suggests stenosing 


duodenal ulcer, but the exact nature of the pathology could 
not be outlined.” The free hydrochloric acid was greatly 
reduced in the test meal findings. Operation was performed 
‘on December 23 after suitable pre-operative preparation, 
and a grossly thickened pylorus was found. A partial 
gastrectomy was performed, and the patient made an 
uninterrupted convalescence. The histopathological report 
showed that the constriction was localized to the pyloric 
canal, where the great thickening was due to widening of 
the muscular coat. The mucosa and submucosa appeared 
normal. There was no fibrosis, and this was taken to exclude 
pyloric stenosis due to chronic peptic ulceration. The con- 
dition was an example of the adult form of hypertrophic 
pyloric stenosis. 


Dr. Goulston commented that the etiology of hypertrophic 
pyloric stenosis in adults was not clearly defined. The 
presence of symptoms from infancy was strongly suggestive 
of the congenital origin. However, the picture was uncom- 
mon, and most cases in adult life were associated with 
peptic ulceration, or gastritis, which was secondary to the 
stenosis and stasis. The primary pathological change was 
hypertrophy and hyperplasia of the circular pyloric muscle, 
and superficial as well as deep ulcers and inflammatory 
changes were often found. There was no characteristic 
finding to differentiate the condition from other pyloric 
conditions, and surgical treatment was indicated. 


(To be continued.) 





Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 








A DEATH FROM CHOLERA.* 





[From The Sydney Morning Herald, February 15, 1851.] 





ABouT one o’clock on Thursday afternoon a butcher named 
William Reardon residing in Essex St. was taken unwell 
and the illness increasing at eleven o’clock at night Mr. 
Surgeon Nelson was called in who found him in a state of 
collapse suffering from marked symptoms of cholera. About 
12 o’clock Dr. MacKellar was also called in and a few 
minutes after Readon expired. Both professional gentlemen 
concurred in the opinion that the deceased died from cholera. 
A post-mortem examination confirmed this opinion—the 
medical men stating that they believed the disease to have 
been brought on by local causes. There was a large open 
drain full of putrid filth in the front.of the house of deceased 
and a quantity of meat in an unwholesome state was on the 
premises. Dr. MacKellar and Mr. Nelson with praiseworthy 
promptitude immediately communicated the facts to Mr. 
McLedie, Inspector of Police, who caused the meat to be 
seized and destroyed and the premises cleansed with chloride 
of lime. The coroner made an enquiry into the circumstances 
of the case but did not think an inquest was necessary. 


se 
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Special Correspondence. 








PARIS LETTER. 





. By Our Spectra CORRESPONDENT. 





Crenotherapy in France. 


THE object of this letter is to show the very large impor- 
tance given to crenotherapy (treatment by water from 
mineral springs) under present conditions of French medical 
science. It is also intended to give briefly a general idea of 
this ancient and yet still modern medical weapon. Thermal 
treatment is used throughout Europe—in England, Italy, 
Spain, Germany, Austria, Union of Socialist Soviet 
Republics—but it has been said that France above all is 
the “country of thermalism”. 





1From the original in the Mitchell Library, Sydney. 
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Importance of “Thermalism”. 


The place of crenotherapy in France is shown by the 
following facts: 

In each medical school there is a chair and laboratory of 
hydrology, and in Paris, in addition, an Institut national 


Whydrologie et de climatologie. Crenotherapy is a com- 
pulsory subject of fifth year medicine with a special examin- 
ation. Moreover, there are three independent scientific and 
technical bodies, the Société d’hydrologie et de climatologie 
de Paris, the Société internationale d’hydrologie médicale, 
and the big Fédération thermale et climatique francaise, 
which includes not only physicians but also representatives 
of the municipal councils, of spas and of the hotel industry. 
Every year numerous articles are published in specialized 
scientific journals, such as the Annales de _ l’Institut 
Whydrologie, Annales de la Société d’hydrologie, and Presse 
thermale et climatique, or in special issues of ordinary 
medical journals. Every year medical theses are written on 
“thermalism”, and a congress takes place in a thermal 
resort. Every three years the important Congress inter- 
national du thermalisme et du climatisme publishes a 
lengthy report. Crenotherapy in France is a medical 
specialty with 600 physician specialists and 1200 physicians 
acting chiefly as “thermal doctors’—all grouped in an 
association, Syndicat des médecins thermauz. France has 
1500 mineral springs in 100 thermal resorts, and more than 
600,000 patients are treated every year. ‘“Thermalism” in 
general is under the control of the Commission permanente 
nF wg hydrominérales et climatiques of the Ministry 
r) ealth. 


History. 


Mineral waters have been used in Europe for medical 
treatment from earliest known times. They were regarded 
as being supernatural and religious phenomena, and pagan 
priests were the first hydrologists. In Greece Hippocrates 
rarely mentions mineral water, but the springs of the Greek 
Archipelago, Asia and Africa are praised by Pindar, Aristotle, 
Plutarch, Galen, Pausanias and others. The Romans were 
the first to canalize the waters, to build luxurious spas, and 
Herodote the Physician established the first medical 
principles of crenotherapy. In Gaul numerous springs are 
known to have been used long before the Roman conquest. 
Christianity at first disapproved, but little by little Christian 
saints were substituted for the former pagan divinities of 
the fountains, and many springs became the property of 
convents and religious orders. Thousands of wounded and 
sick Crusaders were received and treated in the spas of 
the Middle Ages. During the sixteenth century Ambroise 
Paré and Bernard Palissy tried to discover the origin of 
mineral waters, and the great philosopher Montaigne was a 
fanatical patient, travelling from one thermal resort to 
another throughout Europe. 


During the seventeenth century thermal “cures” became 
extremely fashionable. The nobility of Louis XIV’s court 
went “to take the waters’, as related by Madame de Sévigné, 
and the first analysis of French mineral waters was made 
by the young Academy of Science. The Royal Society of 
Medicine collected in Paris during the eighteenth century 
innumerable scientific publications on thermal waters.: The 
beginning of last century saw wounded soldiers of the 
Napoleonic Wars crowding to French spas. Later thermal 
towns became popular society resorts and were patronized 
by literary figures such as Chateaubriand and Lamartine, 
and many others. Moreover, King Louis Philippe’s queen 
gave her name to Amélie-les-Bains, and the Empress 
Eugénie founded Eugénie-les-Bains. In the twentieth 
century great efforts were made to improve the amenities of 
the spas. Millions of soldiers of the two world wars were 
treated. Scientific and medical research has been power- 
fully developed and organization improved, and “social 
thermalism” has brought spa treatment within the reach 
of all. 

Origin, Composition and Action of Mineral Water. 


* The quantity of thermal springs in France has a simple 
geological explanation—that is; diversified ground from every 
geological era, with numerous faults through which water 
from the depths comes to the surface. It is believed that 
mineral waters are of two different crigins—namely, infiltra- 
tion water and eruptive water. The first is due to rain 
seeping deep enough to become warm, dissolve minerals and 
rise to the surface through a fault. The temperature of this 
water is under 95° F.; its discharge varies according to 
weather and season. 


Eruptive water on the contrary does not come from the 
atmosphere, but is formed by synthesis or by distillation of 
rocks in volcanic phenomena. The temperature is high, 
over 176° F. The water contains minerals which exist only 








at great depth and is radioactive. Flow is independent of 
weather and season. Some sources are probably a mixture 
of the two types. 

Physical Properties.—The temperature varies from 44°6° F. 
(Forges-les-Eaux)- to 190° F. (Chaudesaigues) and even 
203° EF. (Hamman-Meskoutine, Algeria). The density reaches 
1:16 at Salies de Bearn. The pH ranges from 6°7 to 97. 
Some waters are oxidizing, others are reducing, as at Vichy. 
Many gases are in solution—for example, carbonic acid, 
nitrogen, oxygen, hydrogen, sulphuretted hydrogen and also 
rare gases, such as helium, argon, crypton and xenon. Radio- 
activity is from 0-1 millimicrocurie per litre (Allevard) to 
106 millimicrocuries (Chateldon). 


Chemical Properties—Mineralization varies from a few 
grains to nearly half a pound per litre. The results of first 
analyses were given in salt, but today we know that 90% of 
the elements are in the ionic form. The following elements 
are found in very variable concentration and association: 
chlorine, sodium, sulphur, carbon, oxygen, hydrogen, calcium, 
iron, magnesium, manganese, copper, arsenic, iodine, 
bromine, lithium, silicium, selenium; the spectrograph has 
shown infinitesimal quantities of gold, silver, lead, aluminium, 


tin, zinc, bismuth, cobalt, molybdenum, tungsten, gallium, 
germanium, palladium, glucinium, vanadium et cetera. 

Some water contains microscopical alge (Glairines, 
Barégines). 


Therefore, it can be seen that mineral waters are complex 
and strongly ionized solutions and suspensions. This is why 
so many are fragile and “living”, and cannot be kept and 
bottled. 

The strong and sometimes dangerous effect of mineral 
water on man is proved by innumerable clinical data, 
scientifically collated and studied. These studies enable us 
to know which patients should go to a certain spa and which 
ones should avoid it. Moreover, this century the effect of 
mineral waters has been studied by experimentation on man, 
animals, isolated organs and plants. All this research has 
been accomplished through the chairs of hydrology in medical 
schools, by laboratories of certain spas, for medical theses, 
and by means of special scholarships. It has demonstrated, 
among many other results, the fixation of thermal iron, 
arsenic and sulphur in the blood and liver, changes in 
metabolism, increase of vitamin C in tissues, activation or 
inhibition of diastases, protective action against microbial 
toxins and anti-allergic action. The inner mechanism of 
effect is, of course, far from being completely known, but it 
has been proved thai there is a pharmacodynamic action, 
the water acting as a chemical drug, an effect on the auto- 
nomic nervous system and an effect on endocrine glands and 
on the enzymatic system of tissues. The matter remains 
still very complex, and crenotherapy can be considered above 
all as a medicine of “temperament and terrain”. 


Of course, many attempts have been made to make an 
artificial thermal water, use being made of the result of a 
complete analysis. The action of the “synthetic water’, 
determined either clinically or experimentally, is extremely 
different from that of natural water, and generally very 
weak. Reasons given for this are the presence of elements 
in small quantity not detected in natural water, the “new- 
born conditions” of minerals, the electric condition, the 
colloidal state, the radioactivity, and the equilibrium of ions 
with synergic action in natural water. 

Except for a few mineral waters that can be bottled and 
sent away, the patient must go to the springs. 


Control and Protection of Mineral Water. 


King Henry IV of France, at the end of the sixteenth 
century, introduced the first legislation regarding mineral 
water after he had seen both men and horses bathing in 
the same thermal bath or pool. Nowadays, very complete 
and extensive regulations control the use of springs, the 
hygienic conditions of thermal establishments and the 
constancy of the water’s composition. 

Every spring must obtain an “authorization for use” given 
by the Minister of Public Health after an exhaustive 
inquiry—that is, complete analysis of water, plan of pro- 
jected thermal establishment, approval of, Mines Department 
(geological aspect), Hygiene Department, Academy of 
Medicine, and Institut national @hydrologie et de climat- 
ologie. The spa also applies for the protection of a large 
area of surrounding country to ensure that the water will 
not be polluted. 

When in use a thermal spring or establishment is under 
the permanent control of the Mines Department on one 
hand, and of several governmental hygiene and medical 
authorities. Moreover, every year, the Prefect or govern- 
ment representative of the Province must check the results 
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of two bacteriological analyses of the water and a report 
on the establishment’s activity during the year. 


In provincial departments of hygiene and also at the 
Academy of Medicine in Paris there is a complete dossier 
for each thermal spring, where every analysis, report or 
other information since its “authorization for use” is kept. 
Thus every possible guarantee is given patients taking a 
thermal treatment. 


Social Thermalism. 


Social thermalism began officially with Henry IV, who 
ordered his “superintendents of fountains” to make the 
benefits of thermal water available to the pauper. The 
French Revolution decided that free travel and free accom- 
modation would be provided for the poor in need of thermal 
treatment. Special free hospitals have existed for centuries 
in spas. Civil servants, returned soldiers and, as time went 
on, more and more groups of the populace received free 
Cherm treatment. In 1936 the National Health Insurance 

gan payments for children’s treatments. After World 
War II the new National Health Insurance (Social Security), 
compulsory for every employee, introduced a liberal organiza- 
‘tion respecting the great principle of freedom of choice of 
physician and also of means of travel and accommodation. 


The thermal treatment is prescribed by the practitioner. 
The patient must ask the agreement of the “Social Security”, 
whose physicians then give their opinion on the utility of 
or indications for thermal treatment. If they disagree with 
the practitioner, the patient can ask the arbitration of a 
specialist in hydrology. When the “Social Security” has 
accepted the case, it pays, or rather reimburses, the patient 
80%, or 100% in special cases, of the medical fees, and 80% 
or 100% of thermal establishment expenses, the price of the 
return ticket by train and a fixed indemnity for board and 
lodging. 

It can be said today that French practitioners have in 
crenotherapy a valuable therapy against a number of 
diseases, and that a thermal cure is accessible to everyone. 


—~S 
<< 





Cotrespondence, 





MEDICAL ASPECTS OF TATTOOING. 





Sir: The surgical withers of all of us must have surely at 
one time or another been wrung when, yielding to the 
clamour of a “Malade imaginaire”’, we have done a forlorn- 
hope operation for “adhesions” or some such nebulous 
pathological condition and thereby riveted life-long fetters 
on our limbs. 

In “Current Comment” (M. J. AUSTRALIA, August 21, 1954) 
you suggest that any outstanding “major opus” might well 
be signed “J. Smith fecit”. To this I would add “provided the 
sear is in a place which might be reasonably inspected”. 

When “Waltzing Matilda” was a more sought after pro- 
fession that it now is, its devotees were said to have a code 
of marks which they scrawled on gates and such like; for 
instance, one meant: “The Boss is a miserable Scotchman 
and has a pack of hungry savage dogs.” 


I suggest that a world-wide effort be made to register 
through some such body as U.N.O. a code of marks to be 
tattooed near the scar, and I suggest that the first should be 
a cross, which should mean: “Anybody opening this belly 
is gy a fool as I have been and deserves all that is coming 
to him.” 


Just think of the oceans of tears it would save ... the 
surgeons. - 
Yours, etc., 
148 Macquarie Street, T. M. Fourser. 


Sydney, 
August 23, 1954. 





Sm: I was greatly ‘interested in the article “Medical 
ts of Tattooing” in your issue of August 21. When 
holding the chair of physiology in the University of Mel- 
bourne I was on a few occasions consulted by male students 
who wished to have tattoo marks removed. The usual cause 
of this desire was that the young man had the name of an 
ee tattooed on arm or breast, but had omeumaty 
transferred his affections and was embarrassed by this tell- 


tale evidence of a former attachment. I cave each the 












option, a surgical operation with possible resultant scar or 
a little more tattooing, namely, a sailing ship, not too 
obsolete in design, with the letters “S.S.” before the girl’s 
name. The latter generally worked. 

Yours, etc., 


Kangaroo Ground, W. A. Osporne. 
Cc 


toria, 
August 25, 1954. 





THE ENIGMA OF THE MONA LISA SMILE. 





Sm: Dr. Frank Trinca’s article in THz MepicaL JOURNAL 
OF = of August 14, 1954, prompts the following com- 
ment, 

There is a condition known as birth palsy, produced by 
@ small subdural hematoma caused by a difficult birth, 
possibly a forceps delivery. Its pressure presumably 
damages a small area of the cortex concerned with motor 
impulses to the facial muscles on the opposite side. This 
may leave no trace, or may result—not in a paralysis—but 
in a permanent loss of tone of the muscles involved. This 
will not be apparent except to a keen observer, but only in 
a full-face photograph, when the face is in complete repose. 
The loss of tone of the facial muscles on the affected side 
results in an expression of apathy. 

This will not be found in a painting, as the artist, if he is 
observant enough to notice it, would probably depict his 
sitter in a half-profile. It is very noticeable in the photo- 
graph of Arnold Bennett in the first volume of his “Diaries”. 
It may be argued that his is a pronounced case, as he has 
a slight ptosis of the upper lid; but in lesser cases, where 
there is no ptosis, there will be noticed (in a photograph) a 
slight droop of the lower lid, making the eye look larger, 
and a less-marked oro-nasal crease or a just perceptible 
droop of the cerner of the mouth. And if each side in turn 
is covered with a card, the contrast between the animation 


of the one side and the “dead-pan” appearance of the other 
cannot escape notice. 


I need hardly say that such a condition in no way impairs 
the intellect, but it is by no means uncommon if one looks 
for it in the repose necessitated by a photograph. 


Da Vinci, being a genius, possibly painted exactly what 
he saw, without glossing over what appeared to him as 
asymmetry. I have found this asymmetry in many photo- 
graphs of celebrities and others, and I do not think it is 
due to any super-subtlety or “mystique”, but to a slight 
birth trauma. 


I humbly offer this as a possible explanation of the Mona 
Lisa smile, if indeed an explanation is called for. It is less 
recondite than Dr. Trinca’s, whose metaphysical flights leave 
me far behind—gasping. 

Yours, etc., 


BE. TeMPLe SMITH. 
Sydne 
‘August 23, 1954. 





CONCERNING PROCTOLOGY. 





Sir: Proctologists appear more prone than most surgeons 
to manifest the following: furor scribendi, mania illustra- 
tionibus, stoliditas, and obsecutio (asseveration with much 
calling on the gods). They ought to remember that almost 
alone in modern surgery they depend on pre-Listerian 
methods, employ mass ligation of pedicles with heavy non- 
absorbable seton-ligatures, regard “laudable” pus_ with 
equanimity and advocate healing by second intention. 

Recent authors in this and other Australian surgical 
publications have deprecated (even threatening dire com- 
plications) any endeavours to bring proctology into line 
with modern surgical methods, by seeking primary closure 
and healing by first intention. With regard to hemorrhoids 
and fissures I know these asseverations to be false, for I 
have been using primary closure in these conditions for 
twelve years. Indeed, the freedom from pain, the short 
hospital stay, the absence of gauze and tubes in the ano- 
rectal canal, the abolition of post-operative digital dilatation 
and the ability to perform radical anal resection (“the 
Whitehead procedure”) without stricture in leucoplakia and 
advanced hemorrhoids have been pleasing rewards for this 
enterprise. I have also been so rash as to indicate the 

circumstances under which closure in fistulous con- 


primary 
ditions might be undertaken (Starr, 1953). 
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This constitutes the majority of perianal and, with 
experience, an increasing number of ischio-rectal fistulee. 
I was encouraged to this surgical temerity because of the 
number of cases treated by orthodox methods who had 
residual disabilities. These latter included recurrence, dis- 
charge, and pseudo-incontinence (leakage of mucus without 
feces) and appeared to be associated with a deep 
epithelialized cleft plunging between the divided ends of the 
external sphincter and forming a perianal cesspool. Dealing 
with these cases by primary closure has provided a ready 
solution to a difficult and perplexing problem. 


For the present, proctology tends to lag indolent upon the 
surgical stage. Its shortcomings should be critically 
examined in ‘the light of modern surgical techniques. 
Modernization of its surgical philosophy will inevitably 
follow. 

Yours, etc., 

149 Macquarie Street, Kennetu W. STArr. 
Sydney, 

August 20, 1954. 


Reference. 
STARR, K. W. (1958), Postgraduate Medicine, 14: 365. 





aval, Wilitary and Ait Force, 


APPOINTMENTS. 





Tus following appointments, changes et cetera have been 
promulgated in the Commonwealth of Australia Gazette, 


Number 49, of August 12, 1954. 
NAVAL Forces OF THE COMMONWEALTH. 


Permanent Naval Forces of the Commonwealth 
(Sea-Going Forces). 


Appointments.—James Crichton, Brian Tremayne Treloar 
and Robert Arthur Franklin are appointed Surgeon 






Lieutenants (for short service) (on probation), dated 19th 
May, 1954, 2nd June, 1954, and 15th June, 1954, respectively. 
Termination of Appointment.—The appointment of James 


Crichton as Surgeon Lieutenant (for short service) (on 
probation) is terminated, dated 28th June, 1954. 


Citizen Naval Forces of the Commonwealth. 
Royal Australian Naval Reserve. y 
Appointments.—Martin Desmond Begley is appointed 
Surgeon Lieutenant, with seniority in rank of 3rd January, 


1950, dated April, 1954. George Robert Faithfull is appointed 
Surgeon Lieutenant, dated 28th May, 1954. 


AUSTRALIAN MILitary FORCEs. 
Citizen Military Forces. 


Western Command: Fifth Military District. 
Royal Australian Army Medical Corps (Medical).—6/32054 


Colonel J. H. Stubbe, E.D., relinquishes the appointment of 
Deputy Director of Medical Services, Headquarters, Western 


Command, 31st July, 1954, is placed upon the Retired List 
(6th Military District), and is granted the honorary rank of 


Brigadier, with rmission to wear the prescribed uniform, 
ist August, 1954. 5/26391 Lieutenant-Colonel R. R. Anderson, 


M.C., is absorbed in a vacancy within the authorized estab- 
lishment of Lieutenant-Colonels, and to receive pay and 


allowances of that rank, Ist August, 1954. 65/26391 


Lieutenant-Colonel ‘R. R. Anderson, M.C., is appointed Deputy 
Director of Medical Services, Headquarters, Western Com- 


mand, and to be Colonel, 1st August, 1954.—(Ex. Min. No. 
145—Approved 8rd August, 1954.) 


Royat AUSTRALIAN AIR Force. 
Permanent Air Force. 


Medical Branch. 

The short-service commission of Flight Lieutenant (Acting 
Squadron Leader) A. D. Litchfield (024304) is extended for 
a period of three years, 12th June, 1955. 

The resignation of Flight Lieutenant F, I. Walke (012787) 
is accepted, 30th June, 1964. 








DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED AUGUST 21, 1054. 



























New Australian 
Disease. South Victoria. Queensland. South Western Tasmania. Northern Capital Australia. 
Wales. Australia. Australia. Territory. Territory. 
6(1) 4(8) 4(3) oa ow ps3 14 
‘Seas Se ap aa 7 o% 7 
ns ‘1a) ia) ‘2 
(St. Vitus) “1 ‘I 2 
(infantile) "” a i3 : ae - Mia se 23 
") 1 se i rH 5(3) e% a ted 19 
(Bacilary) wy) ‘éea) ; 








| o- -- 


comm. d Jaundice 











13(5) 





era » 30) 
‘ ae 2() * 
: 15(8) 27(9) '6(2) 



















“2(1) 


11041) 
"3(2) ""7(7) ‘1 


“i(1) 


> &: Seod8:: > : 


i2 





2 Figures in parentheses are those for the metropolitan area. 


THE MEDICAL JOURNAL OF AUSTRALIA 





SepTremBer 11, 1954 





Active Citizen Air Force. 
Medical Branch. 


No. 21 (City of Melbourne) Squadron.—Squadron Leader 
A. M. Beech (033454) is transferred to the Reserve, 30th 


June, 1954, 





Gustralian Medical Woard jroceevings. 


QUEENSLAND. 





Tue following has been registered, pursuant to the pro- 
visions of The Medical Acts, 1939-1948, as a duly qualified 
medical practitioner: Reid, James Campbell, M.B., Ch.B., 
1982 (Univ. Glasgow), F.R.C.S. (Ireland), 1951. 

The following additional qualifications have been regis- 
tered: Ure, James Noel, D.C.H. (London), 1954; Bennett, 
Roger Alwin, D.A., R.C.P. and S. (England), 1954. 





TASMANIA, 





Tue following has been registered, pursuant to the pro- 
visions of the Medical Act, 1918, as a duly qualified medical 
practitioner: Hatherley, Mona Elizabeth, M.B., Ch.B., 1923 
(Univ. Sheffield). 


The following additional qualification has been registered: 
Lewis, Reginald Abbott, F.F.A. (R.A.C.S.). 


<i 
— 


Matice. 








AUSTRALIAN ASSOCIATION OF CLINICAL 


PATHOLOGISTS. 





THB annual general meeting of the Australian Association 
of Clinical Pathologists will be held in Tasmania (partly in 
Launceston and partly in Hobart) from October 21 to 23, 
1954. Papers will be contributed by Dr. J. E. McCartney 
Hg Use of the aEicrospape in Clinical Pathology”), Dr. 

. K. Shoobridge, Dr. J. V. Duhig (“Bacterial Sensitivity 
— Antibodies”), Dr. J. E. Bonnin (“Erythrophagocytosis in 
Vitro”), Dr. C. A. Duncan (“Bronchiolar Carcinoma”), Dr. 
M. Fowler (“Staphylococci and Renal Infarction”), and Dr. 
R. L. Quinn (“Cytomegalic Inclusion Disease”). A general 
discussion will be held on “Cytodiagnosis”. The honorary 
secretary of the Association is Dr. R. L. Quinn, c.o. Medical 
School, Herston Road, Brisbane, Queensland. 





Medical Appointments. 





Dr. Bogoslaw Grigoroff has been appointed quarantine 
officer at Wyndham. 

Dr. Brian Walsh has been appointed quarantine officer at 
Derby. 

Dr. F. M. Hooper has been appointed honorary assistant 
radiologist to the Royal Alexandra Hospital for Children, 
Sydney. 

Dr. T. H. O’Donnell has been appointed honorary assistant 
ear, nose and throat surgeon to the Royal Alexandra Hos- 
pital for Children, Sydney. 

Dr. R.-E. Dunn has been appointed honorary relieving 
assistant ear, nose and throat surgeon to the Royal 
aeogpaayet Hospital for Children, Sydney. 

Sara has been appointed visiting anesthetist to 
the ag ll ‘Alexandra Hospital for Children, Sydney. 

Dr. E. B. Tunbridge has been appointed a medical officer 
in the Department of Public Health, Tasmania. 


Deaths. 





THE following death has been announced: 


McManuon.—Frank Fitzroy McMahon, on August 25, 1954, 
at Lilydale, Victoria. 





Diary for the Ponth. 


Sept. 13.—Victorian Branch, B.M.A.: Finance Subcommittee. 
Serr. 14.—New South Wales Branch, B.M.A.. Executive and 





Finance Committee, 


Sepr, 15.—Western Australian Branch, BM.A.: General 
Meeting. 
SEPT. 16.—Victorian Branch, B.M.A.: Executive of Branch 


Council. 
Sept. 21.—New South Wales Branch, B.M.A.: Medical Politics 
mm 
SEPT. 22. —iwitortan . B.M.A.: Branch Council Meeting. 


Sepr. 23.—New South Wales Branch, B.M.A.: Clinical Meeting. 
Super. 24 -—Queensiand Branch, B.M.A.: Council Meeting. 


SEPT. 28.—New South Wales Branch, Ethics Com- 


ttee, 
Serr. 30.—New South Wales Branch, B.M.A.: Branch Meeting. 





WMevical Appointments: Jmportant Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without t having first communicated 
with the Honorary Secretary of 
with the Medical Secretary of the British "Medical “Anyociation. 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Queensland Branch (Honorary Secretary, M.A. House, 225 
Wickham Terrace, Brisbane, B17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 


Institute. Members eons LODGE ,SPpointments and 
those desiring to accept appointments any NTRY 


HOSPITAL or position outside ‘Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All Contract Practice appointments 
in South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 


George’s Terrace, Perth): Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 


Department of Public Health. 
Tasmania: Part-time specialist appointments for the north-west 
coast of Tasmani 





Evitorial Motices. 





MANvuSCRIPTs forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Late 
a JOURNAL OF AUSTRALIA alone, unless the contrary be 


All communications should be addressed Ad _ _ Eaitor, THB 


MEDICAL JOURNAL OF AUSTRALIA, The Prin Seamer 
Street, Glebe, New South Wales. (Telephones : mW 7'2651-2- 3.) 

Members and subscribers are  soameene to notify the Manager, 
THE MEDICAL JOURNAL OF Seamer Street, Glebe, 
New South Wales, without ‘delay, “of "any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of ae unless such notification is received within one 
mon 


SUBSCRIPTION RATES.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 

in the Commonwealth can become subscribers to the journal by 
applying ba the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at we nning oe any 

quarter and are renewable on December e rate is 
per annum within Australia and the British “Commonwealth of 
ations, and £6 10s. per annum within America and foreig® 
countries, payable in advance. 
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